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ADULT EDUCATION 


BY 
Sir RICHARD LIVINGSTONE, M.A., D.Litt., LL.D. 


The idea of adult study is more than 2,000 years old. 
Plato, who divined all the great problems, wished the 
lives of his ruling class to be divided between action 
and thought—a period in the world being followed by 
one spent in study. Who will doubt that we should be 
better governed if our rulers’ lives were ordered so? 
And the same principle applies to all, except purely 
mechanical, occupations. Thought without experience 
and experience without thought are barren. When the 
two are wedded, wisdom is born. 

The idea of adult study is old ; its methodical prac- 
tice did not begin till the nineteenth century. Then, 
when the Industrial Revolution created a demand for 
craftsmen, the Mechanics’ Institutes were started “to 
instruct artisans in the scientific principles of arts and 
manufactures,” as the original programme of Birkbeck 
College put it. Later, the Extension Movement 
attempted to fill the void in higher education left by 
inadequate university provision; and at the beginning 
of this century the Workers’ Educational Association 
gave the working-man, for whom no secondary educa- 
tion had then been provided, a chance to retrieve the 
opportunities that had been denied him. None of these 
movements were quite what Plato had in mind. Designed 
for those whose earlier education had been deficient, 
they were intended to repair gaps which ought never to 
have occurred. But in Plato’s view everyone, however 
excellent and thorough his original education had been, 
needed at regular intervals through life periods of study 
and reflection, to bring his knowledge up to date, to 
keep abreast of the changing times. A headmiaster once 
said to me, “ All these schoolboys are born knowing 
things which I have painfully to learn.” The older 
generation, though its experience gives it advantages 
denied to youth, is always in that position, and has to 
take steps to overtake the new knowledge, the new out- 
looks, which have come into the world since its formal 
education ceased. 

Hence in this century the development of adult study 
of the Platonic type in the form of “ refresher courses.” 
The first were in the teaching profession—I remember 
Sir Amherst Selby-Bigge, then Permanent Secretary of the 
Board of Education, saying shortly after the first world 
war that, of all the money which the Board spent, none, 
in his opinion, was more remunerative than that devoted 
to refresher courses. Their value is recognized in the 
medical profession, and in different forms they are 
appearing in many occupations—in the last two years I 
happen to have attended such courses organized by 
bodies as different as the Society of Production 
Engineers and British European Airways. All these are 


of the type which Plato planned for his ruling class. 
The aim is to keep people up to date in their life-work, 
to give them a chance to think about what they are 
doing, to refresh and reorientate their minds, to break 
the crust of unthinking routine and habit which slowly 
cramps the growth. of the mind, to bring new life and 
vigour to its slowing activities. They can be compared 
to the periodic repainting which maintains a house in 
good condition, to the periodic overhaul which keeps 
a car fit for the road. No doubt in all occupations they 
will be increasingly recognized as essential for high 
efficiency. 


Refresher Course for the Human Spirit 


But there is another sense in which the human house 
needs repainting, the human car reconditioning. Men 
are something more than their occupations; they are 
humar beings, with capacities for development largely 
unrealized, moving in a world of infinite interest. At 
the centre of all their activities is a spirit, a soul, a 
personality, which is themselves. It is shaped from out- 
side by home atmosphere and upbringing, by school and 
college, by human contacts, by reading, by the experi- 
ences of life; and it is shaped from within by thought 
which reviews and puts into order all its experiences. 
But as soon as men are swept into the stream of action 
there is little time for thought. Yet at 40 a man is much 
more fitted to think than at 20, for he knows much more 
of life and men. Unless his mind has stiffened, his in- 
sight into religious, moral, and political questions is 
greater, because it is based on experience. (Aristotle 
remarked that the young are not fit to be students of 
philosophy or politics, “for they have no experience of 
life.”) But the more he has to think about, the less 
leisure he has to think, unless he can escape from the 
stream for a period and reflect on himself and on the 
world and life “ in the light of all time and all existence.” 
In his poem Palladium, Matthew Arnold wrote: 

Still doth the soul, from its lone fastness high, 
Upon our life a ruling effluence send, 

And when it fails, fight as we will, we die; 
And ‘while it lasts, we cannot wholly end. 


In our age the soul has a hard time and needs more 
attention than it always gets. Here is another use for 
adult education, as a refresher course for the human 
spirit. 

And there is a further motive for it. Life may be 
compared to a long corridor. The corridor is bare, but 
countless rooms open off it. Each room has a title over 
its door—religion, philosophy, medicine, law, farming, 
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education, politics, the sciences, music, art, drama, 
literature, history, gardening, and many many more. I 
have taken a few titles at random; if I mentioned all 
the rooms, this article would fill an issue of the Journal, 
for the list would contain all the occupations, activities, 
and interests of men. The rooms are locked, but each 
has a key, which is sometimes called education. Per- 
force we walk along the corridor for some seventy years. 
We all enter one room, over which is written the name 
of the occupation by which we earn our bread, but most 
people get the keys to other rooms, for merely walking 
along the bare corridor is dull ; and the happiest people 
are those who enter the rooms with the richest contents. 
There is more time to get the keys during the first 25 
years of life, but we can enter a room at any age, if we 
can unlock its door. 

But how can one get the keys, or find time to enter 
the rooms ? Of course something can be done by indi- 
vidual reading in spare moments, but the limitations 
and difficulties in this are obvious. Ideally, study of the 
kind which I am suggesting should have two features. 
We should get free for a period from the occupations, 
distractions, and worries of normal life ; and we should 
pursue our studies in the company of others who are 
bound on the same quest. This second condition is 
important. Mind sharpens mind and learns from mind. 
As the Ecclesiast said, “‘ How can one be warm alone ?” 
It is interesting to reflect that the intellectual life of the 
fifth and fourth centuries of Greece, one of the great 
ages of thought, was based not on books, of which there 
were very few, but on discussion, on mind meeting 
mind. 

Adult Residential Colleges 

Now both these conditions, a retreat into quiet and com- 
pany for study, are provided in one of the most interesting 
developments of post-war Britain, the colleges and centres 
for adult residential study, of which more than thirty have 
been founded in different parts of the country since 1945. 
They are in pleasant surroundings, many of them in old 
country houses adapted for the purpose. . One or two are 
specializéd, notably the Administrative Staff College for 
business executives at Henley, but most offer the widest 
variety of courses—one programme before me ranges from 
astronomy to the social implications of science, from moun- 
tains to the nationalized industries. Usually the colleges 
provide the courses, but sometimes they are taken for a 
period by some association which chooses its own pro- 
gramme and provides its own lecturers. 

Adult residential colleges have existed for more than a 
century in Denmark, which to-day has about sixty for its 
population of 44 million. They are a feature of all the 
Scandinavian countries, and have produced in them the best- 
educated democracies in the world. The English develop- 
ment has been on rather different lines. In Denmark and 
Sweden the courses last from three to six months, and the 
students are mainly young ; in England the students are of 
all ages, and (with some exceptions, notably Woodbrooke 
near Birmingham, which was founded before the war) the 
normal length of a course varies from a fortnight to a long 
week-end. A series of such week-ends are sometimes given 
to a single subject—an effective technique of study. 

It would be quite possible for a college to have longer 
courses. Those at the Administrative Staff College last two 
months. But in the unleisurely conditions of modern life 
the majority of courses must be shorter than these, and short 
courses have the advantage that anyone can spare some days 
from their vacation for this slightly more arduous form of 
holiday. Nor should the uses even of a long week-end at 
a residential college be despised. It gives the chance of open- 
ing the door of some room of the mind and learning enough 
to explore it further. 


Period of Study for Doctors 


But is this enough ? Should not all doctors be able, at 
least once in their career, to leave their work and study for 
from, say, three to six months? Might not the National 
Health Service follow the example of the industrial firms 
who release their promising executives for a long course at 
the Administrative Staff College? That is a question for 
the National Health Service and the medical profession to 
answer, but something may be said about the practical uses 
of short and long courses: Of course, more can be done in 
six months than in a week or a fortnight, and if it is a 
question of thorough research into some professional syb- 
ject the longer period is essential. But it should be remem- 
bered that long-term Sabbatical leave can easily turn into 
little more than a mere holiday unless the object of study 
is substantial and clearly defined. A vague idea of bringing 
oneself up to date and, having leisure for thinking may end 
in very little result. If, however, the aim is not what I have 
called thorough research but an opportunity to keep in touch 
with developments in medicine, shorter periods repeated at 
regular intervals may be not only more easy to manage but 
better ; just as many people find that a month’s holiday is 
more effective when taken in two periods of a fortnight at 
different times of the year. A single dose of study in a 
lifetime is not enough; for in progressive subjects like 
medicine men become out of date within five years or 
less. 


So too, in what I call refresher courses for the spirit, re- 
peated shorter periods of study are better. For here it is a 
question of taking in, not new facts, but new ideas; and 
ideas are more slowly digested than facts. The food is more 
effective when it is not given all at once but distributed over 
a series of meals taken at intervals. 

What is the advantage of these suggestions to a practis- 
ing doctor? So far as his professional work is concerned 
the answer is easy. Periods of release from the exacting 
demands of his work are the best means of re-equipping 
him, refreshing and re-orientating his outlook, breaking the 
crust of routine, and protecting him from the sclerosis which 
attacks the human mind. But what of refresher courses 
for the spirit, the study of religion and philosophy, the de- 
velopment of new interests in the infinite variety of life? 
Obviously they enrich the mind, but have they any special 
use for a doctor ? 

Their use is indicated in the remark of an eminent physi- 
cian who said, “ Patients come asking for a tonic, but often 
what they really want is a philosophy of life.” Now it is 
not the business of the doctor to prescribe specific religions 
or philosophies. Yet he is more than a mere “ medical 
practitioner.” His healing powers partly—sometimes 
largely—depend on the impact of his personality, on what 
he is and believes. That is the argument for studies which 
enrich and deepen his personality, for refresher courses of 
the spirit. 

If an angel visited the earth he might sum up his im- 
pressions by saying that its inhabitants were very busy 
people who sometimes seemed more adolescent in character 
and mind than one would expect, and that they might im- 
prove considerably if they had, interspersed among their 
activities, more opportunities for thought, not only about 


their work but about themselves and their civilization and © 


its problems. The development of adult study, and in par- 
ticular of the residential colleges (which is very significant 
in view of post-war difficulties), indicate that we are begin- 
ning to feel that there is some truth in the view of my 
imaginary angel.’ 





‘There are good short, books on the Adult Colleges of Den- 
mark and Sw ; Education in Democracy, by J. C. Moller and 
K. Watson (Denmark); and School for Life, by F. M. Forster 
o Sweden). Perhaps I +! also refer to my own book The 

uture in Education (now published under the title On Education). 
The National Institute for Adult Education, 35, Queen Anne 
Street, London, W.1, publishes twice yearly, in March and in 
September, a list of residential short courses at the colleges. 
mentioned in this article (price 1s. 2d. post free) 
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THE CONTINUING EDUCATION OF 
THE CONSULTANT 


BY 


DOUGLAS HUBBLE, M.D., F.R.C.P. 
Physician to the Derbyshire Royal Infirmary and to the 
Derbyshire Hospital for Sick Children 


The advance of scientific medicine has been so rapid 
since the war that it tests severely not only the structure 
of medical practice in this country but also the capacity 
of the individual to keep pace with it. Even those whose 
task is to maintain a comparatively narrow front no 
jonger pretend to that profundity of learning which is 
both the glory and the justification of the specialist, 
while those unhappy persons whose description is 
qualified by the adjective “general” — physician, 
surgeon, or pathologist—have been compelled to make 
some adjustment to an intolerable situation. 

The pathologist, by some timely fission, has divided 
himself and his territory. The general surgeon, like a 
fearful but realistic balloonist whose craft is rushing to 
destruction, has rapidly thrown overboard the valuable 
cargo which endangered his survival. The unfortunate 
physician, who retains some philosophic notions 
concerning his duty to minister to the whole man, has 
usually essayed a compromise, and cultivated more 
intensely a narrow field, hoping that in the broad 
territories outside it experience may mitigate the ill- 
effects of ignorance. None of these partial solutions 
can be completely satisfying to the individual, nor 
wholly satisfactory to the community, and, assuming 
that the structure of medicine in this country remains 
largely unchanged, the continuing education of the 
consultant is a matter of increasing importance. There 
is every reason to believe that the volume of scientific 
work will steadily expand : research workers increase in 
number and each technical advance multiplies the 
opportunities for research; journals enlarge and each 
year new journals are born. How can we ensure that 
the young consultant, who looks well-educated to-day, 
will be no less well informed when he is middle-aged ? 


Demands of Advancing Science 


The essential problem is not new, but there are several 
reasons why the medical consultant is in circumstances of 
peculiar difficulty. His colleagues in other professions have 
each year fresh facts to master—for the lawyer there are 
new Bills in the statute-book, for the accountant there are 


_ changes in the income-tax law, and for the architect different 


methods of building and decoration to study. It will be 
agreed that it is in those occupations which are fertilized by 
the streams which flow from the scientific laboratories that 
this problem of continuing education becomes most pressing, 
and in this respect the young hospital doctor will compare 
the demands made upon him with those on the research 
engineer and the industrial chemist. Some might argue that 
the volume of study which the young physician requires in 
order to maintain an awareness of the progress of medicine 
and its related subjects is greater than that demanded of 
the engineer and the chemist. This is unlikely to be true, 
but there are at least two reasons why the medical con- 
sultant is in a worse situation than such scientific workers, 
who are expected and, by enlightened employers, encouraged 
to use the library to study the journals during their working 
day. 

No such expectation and no such encouragement are 
applied to the staffs of hospitals, whether teaching or non- 
teaching. There is written into no man’s contract a session 


or even a half-session weekly for the use of the medical 
library. And indeed there would be no time for it in the 
working day of most consultants, whose time is so fully 
occupied with the insistent needs of the patient that lesser 
duties like the revision of notes and letters to doctors receive 
inadequate attention. There is never time for retreat to the 
library to study the handful of problems which have been 
raised by the morning’s work. The scientist in industry not 
only finds it possible to do some of his study by day $0 
that there is less reading to be done in the evenings and at 
week-ends, but his home life is not disturbed by the claims 
which practice and hospital work make on the leisure of the 
medical consultant. 

The other disadvantage which the doctor suffers by 
comparison with the engineer and chemist is that his 
education in the basic sciences is usually much less adequate 
than is theirs. This disability affects the younger clinician 
less than it does the older man, who may indeed have 
difficulty in mastering enough mathematics to understand 
statistical methods, whose knowledge of electrical potentials 
is insufficient for the comprehension of unipolar chest leads, 
whose remembrance of chemistry requires constant renova- 
tion as he masters the descriptions of renal tubular function, 
and who struggles with modern physics as he works, even 
remotely, with the electroencephalograph and the isotope. 
These deficiencies in the consultant’s scientific education 
will be gradually rectified, but meanwhile he finds himself 
continually learning something in order to learn something 
eke, ~ 

We can say, then, that the time for, and the capacity of, 
the hospital consultant to maintain contact with the scientific 
forces behind him are less than that of his scientific col- 
leagues, but that his need to do so is at least as great as 
theirs. He must himself give this problem special considera- 
tion, and those who share some responsibility for the quality 
of his work cannot be exempted from a contribution towards 
its solution. 


Needs of the Craftsman 


In some craft-specialties, such as anaesthetics, each 
scientific advance requires the mastery of another method 
and the acquisition of another technique. This is true in 
some degree of other branches of medicine, for in them all 
there is a craft to be learnt, as well as a science to be studied 
and an art to be practised. The surgeon, wishing to include 
in his repertory a new operation, studies its details in the 
journals, talks it over with his colleagues, travels to a theatre 
in some other city to watch its performance by the pioneer 
surgeon, and returns home to practise it. The pathologist, 
seeking to study a new method in cytology, in chromato- 
graphy, or in histochemistry, goes to an expert in another 
laboratory, at home or abroad, and spends with him a few 
days or a few weeks, learning its details, overcoming its 
difficulties, and assessing its defects. The physician trying 
a new technique, from angiocardiography to liver biopsy, 
watches an expert practising it before he attempts it himself. 

These are the ways in which medical craftsmen are 
educated—in the laboratories, in the theatres, and in the 
wards—and in planning the continued education of the 
specialist it would be as wrong to assume that all of these 
professionals require a weekly session in the hospital library 
as that all of them are natural students. Some are as ill 
at ease in a library as are others in an operating theatre. 


Refreshment of the Spirit 


The consultant as student and the consultant as crafts- 
man have special needs which are not fully cared for in 
our hospital service. The consultant as teacher raises other 
problems. In all universities, all colleges, and all schools 
the professors and the teachers are given long holidays in 
which to recover their expended dynamic, to recreate their 
enthusiasm, and to refresh their spirit. The envious and 
the cynical have said that these privileges would not have 
been given to the teachers if their pupils had not required 
a rest. Both tradition and informed opinion argue against 
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this superficial explanation. Those who give out must be 
given time to take in. Only in English teaching hospitals 
is this sensible principle denied, and the teachers there, 
whether pfofessors or consultants, are given the usual 
holidays, with no extended vacation for thought, for self- 
education, for research, or for refreshment of the spirit. 
And yet these teachers have the duty of caring for sick 
people in addition to their educational and administrative 
duties. These matters are differently arranged in the United 
States and Canada, where the consultant-teachers have 
limited terms of ward service each year. The usual British 
criticism of the American system is that the consultants do 
too little ward work, and a reasonable compromise between 
the two systems would be to take all consultant-teachers out 
of the ward service for three months each year. 

Does the non-teaching consultant also require a period 
for recharging his dynamo, for re-educating himself, and 
for refreshing his spirit, other than his already generous six 
weeks’ annual holiday ? Does virtue go out of the physician 
and surgeon who carry the responsibility for the lives of 
their patients, as enthusiasm leaves the desiccated pedagogue 
at each term end? And if it does, would he be the better 
refreshed by a “quinquennial brain-dusting,” in Oslerian 
phrase, or by a Sabbatical year? No practising clinician 
would care to answer this question himself, for when he is 
tired, inert, or irritable he is inclined to attribute it to his 
own inadequacy. Those who seek to answer it for him 
must discover whether the quality of the clinician's work 
would be improved and his self-education advanced by an 
occasional long vacation. 


Sabbatical Year or Quinquennial Brain-dusting ? 


In American universities, and followed to a much less 
degree in this country, there is a tradition that professors 
are allowed a Sabbatical year in which to escape from the 
burden and tedium of teaching. This seventh year is usually 
paid at full salary for the first six months, and at half- 
salary for the second six months ; though in the matter of 
salary universities have a different practice. There is an 
unwritten understanding that the professor should pursue 
some research project in this year, which need not be sub- 
mitted to the president of the university, and if the year’s 
leave is spent fishing or climbing no official reproof would 
be administered, but one has the impression that, in some 
younger universities at least, the next application for a 
Sabbatical holiday would be more carefully examined. This 
tacit assessment of the year’s harvest would appear to be 
a departure from an ancient tradition, for the Oxford English 
Dictionary defines the Sabbatical year as “ the seventh year, 
prescribed by the Mosaic law to be observed as a ‘ Sabbath’ 
in which the land was to remain untilled.” The professorial 
brain, we may assume, was to be allowed to lie fallow for 
one year, so that it should not become a professorial “ dust- 
bowl.” Such a proposal would not suit either the active- 
minded professor himself or the university intent on the 
prestige of its various faculties, and consequently the library 
shelves are crowded with the product of these Sabbatical 
years. 

The medical professors do not take a Sabbatical year, and 
for this omission the reasons are easy to find. The place 
to conduct a research project is in one’s own laboratory or 
wards, and to travel abroad rarely facilitates it. Many 
medical professors get special opportunities for travel in the 
modern world—and these “ busman’s holidays” provide an 
unusual stimulus. Some are deterred by lack of money or 
by family reasons from taking a long leave. Others are 
too interested in their daily occupation to escape from it, 
while others may be sustained by routine and, as a witty 
Scottish professor put it to me, “ would, like Mr. Pickwick’s 
horse, immediately fall down if taken out of the shafts.” 
It is a commonplace that on resuming harness after a long 
interval the collar chafes acutely in unaccustomed spots and 
the horse may well be inclined to regret that he ever deserted 
his traces. Although now and again, no doubt, medical men 


————— 


could be found who would be glad to take a long leave to 
write a book, yet the Sabbatical year is making little appeal 
to the American medical professor and it is doubtful whethe 
there is a demand for it in this country. ‘ 

Would the “ quinquennial brain-dusting ” be more Suitable 
to the consultant's needs? Osler used the phrase in a welj- 
remembered passage in an essay entitled “ The Student Life” 
“Every fifth year back to the hospital, back to the 
laboratory, for renovation, rehabilitation, rejuvenation 
reintegration, resuscitation, etc. ... From the very start 
begin to save for the trip. Deny yourself all luxuries for 
it, shut up the room you meant for the nursery—have the 
determination to get your education thoroughly well started - 
if you are successful you may, perhaps, have enough saved 
at the end of three years to spend six weeks in special 
study; or in five years you may be able to spend six 
months.” 

Osler would frequently encourage young men to deny 
their reproductive impulses for the sake of prolonged 
professional education ; here Nature and custom have con- 
spired to defeat him, while the passage of time has also 
outdated the rest of the evangel just quoted. It was 
addressed to the practitioner working in isolation and on 
his way to becoming a provincial consultant. To-day no 
consultant works in isolation, and five years is too long to 
wait for brain-dusting. 

I have met only one man who has taken—or rather intends 
to take—Osler’s advice. After being in practice in Texas 
not for five years but for thirty-five (most of it as a 
paediatrician in hospital and private practice), and un- 
deterred by two attacks of coronary thrombosis, he is going 
to spend next year studying paediatric pathology. His eyes 
shone as he told me his plans, for he had cherished this 
ambition all his working life, and, of course, Vienna was 
to be the Mecca. I caught his enthusiasm and a night or 
two later I was relating this story to a prominent American 
paediatrician. ‘“ He'd better have gone to New Orleans,” he 
grunted. I defended the attachment of my Texan friend to 
the great names of his youth, but such romantics are rare. 
It would obviously be absurd to make plans for Texan 
paediatricians to spend Sabbatical years on the banks of the 
Danube, when all they require is a week or two by the 
Mississippi. But my Texan knew that not only would his 
Viennese teachers be delighted with him—rare reminder of 
departed glory—but he himself would contribute an eager- 
ness to receive unknown to him in New Orleans. Equally, 
the Englishman in search of medical education experiences 
an excitement in New York and Boston quite remote from 
his tepid approach to London. 

The mature cannot afford to neglect these opportunities 
to experience again the enthusiasm for the acquisition of 
knowledge which belongs more properly to youth. The 
consultant who can find a month or two to work in a 
hospital abroad is a fortunate man, but the infrequent long 
leave, whether for research or for writing, for restoration 
or for instruction, is likely to remain an unusual privilege 
accorded to selected individuals for special reasons. What 
are the educational requirements of the average consultant 
each week, each month, and each year ? 


Continuous Education of the Consultant 


The weekly staff round er clinico-pathological conference 
is still the focal educational point of many units and of some 
hospitals. It was born in the United States and is easier 
to organize there, where the professor is the undisputed 
head of the hospital services. In non-teaching hospitals in 
this country, where it has been continued for a generation, 
its success has usually depended mainly on the work and 
enthusiasm of one man, the senior pathologist. Its educa- 
tional value is undeniable, and, although in the discussions 
few holds are barred, it certainly promotes cohesion and 
good will among hospital staffs. Consultants both in teach- 
ing and in non-teaching hospitals should expend more effort 
in initiating and maintaining so useful a regular meeting. 
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The national associations of specialists, mostly formed in 
this century, provide the consultant with an opportunity 
to meet his colleagues, to discuss individual problems, and 
to listen to the research workers. The more recently formed 
regional associations have the same objects and serve the 
sane purposes. Most consultants spend up to a week each 
year at such meetings and are given study leave to attend 
them. 

These gatherings are valuable, but they do not meet all 
the needs of consultants, and this is being increasingly recog- 
nized. Educational courses for consultants are being 
introduced, and these are going to take a more important 
place in our future education. They are usually designed 
by the specialist to familiarize the genera! consultant—the 
internist, for example—with advances in a special field. The 
recent course on disease of the liver organized by Dr. Sheila 
Sherlock at the Postgraduate Medical School of London 
appears to have been a model for such courses. Any general 
physician would be well occupied in spending one week each 
year in this way. There will be difficulties in providing an 
adequate number of such courses, since the undergraduate 
teaching hospitals are unlikely to take part in their organiza- 
tion. Similar courses would be valuable for other specialists, 
and in paediatrics a beginning has been made at the Hospital 
for Sick Children, Great Ormond Street. 

It is reasonable to expect that regional hospital boards 
should provide study leave with pay for consultants attend- 
ing such courses, and also an allowance for subsistence and 
travel when the consultant cannot claim income-tax relief 
on account of such expenses. The attitude of the regional 
hospital boards is changing, but it needs to change more 
quickly. The applicant should not be required to persuade 
the regional hospital board to allow him expenses for such 
conferences and courses ; the board should be prepared to 
inform consultants that in attending such courses they have 
an opportunity which the boards will gladly finance. These 
boards should also deal more generously with the craftsman- 
consultant who wishes to travel to learn a new technique. 
Such journeys are of prime value to the sick public whom 
the boards exist to serve, and too often the consultant's 
request is treated with an astonishing parsimony. 

These developments are non-controversial, the need is 
recognized and is in process of being met. 


Time for Reading and for Thought 


Two matters have been mentioned in this article which 
merit further discussion. The first is the provision of read- 
ing time in the hospital library during the working week 
for those consultants who ask for it. One session a week 
might be allotted as the average requirement, and even with 
this allowance the physician will probably spend eight or 
ten hours a week in journal-reading at home. 

The second subject is the provision of time in the work- 
ing year for thought, for refreshment, and for inquiry. 
Not one year in seven spent in a foreign university, but 
allotted time in the hospitals where the problems arise, and 
where the patients are treated. Just as we cannot wait 
five years for a “ brain-dusting,” but must seek educational 
stimulus each year, so too in the year’s work there should 
be a period in which hurry is removed and tension slackened. 
One way of achieving this would be to take the clinicians 
out of the ward service—in the American fashion—for three 
or four months each year. For three months there would 
be, let us say, twelve spare hours each week. In regional 
hospital board hospitals consultants could not be withdrawn 
from the out-patient department also, for too much work 
is already being attempted there by too few clinicians. 
(More consultants would be required, and this would please 
everyone except the Treasury ; the consultant requirements 
could then be matched to a reasonable standard of work in 
the out-patient department and not to the number of in- 
patient beds available.) ° 

Let us have some field experiments conducted for a year 
in selected hospitals. We are urged to make experiments in 


undergraduate medical education: why not discover whether 
such schemes as these would heighten the quality of con- 
sultant activity ? There may be faults in ourselves, but we 
should nevertheless be prepared to alter the present system 
until we make it possible for each man in it to do his best 
work, 











ADULT MEDICAL EDUCATION 
A PRECLINICAL SCIENTISTS POINT OF VIEW 
BY 


K. J. FRANKLIN, D.M., D.Sc., F.R.C.P., F.R.S. 
Professor of Physiology (University of London), 
St. Bartholomew's Hospital Medical College 


It is many years now since I produced weekly essays for 
my Oxford tutor, and it was therefore with a somewhat 
nostalgic feeling that I received the invitation of my 
friend, Dr. Hugh, Clegg, to write once again upon a set 
subject of someone else's choosing. The general instruc- 
tions of this new, but very temporary, tutor were that I 
should deal with “adult” medical education from a 
preclinical scientist’s point of view, and also assess the 
value of Sabbatical years to such a scientist, illustrating 
my assessment by reference to a comparatively recent 
ten-months period that I spent as a visiting professor 
in the United States. I accepted Dr. Clegg’s invitation 
with willingness because it promised to be “ rather fun” 
to get away for once from the normal prose compositions 
of the scientist, but at the same time with reluctance 
because the article would inevitably involve too great a— 
use, for my liking at any rate, of the first person singular. 
As an Anhang to my instructions Dr. Clegg said that I 
should not make my essay too Utopian, which I suppose 
meant that I should bear in mind the possible reactions 
of the University Grants Committee to any too 
far-reaching suggestions about Sabbatical years for pre- 
clinical scientists. : 

One limitation which I must in all fairness mention 
at the outset is that I cannot very well speak for the 
preclinicians who are not medically qualified and who 
now form a much larger proportion of the total than was 
the case a generation ago. The biochemists in particular 
tend not to have had the double training, and they are 
on the whole a comparatively recent addition to our 
preclinical staffs, though the increase to date in the 
medical importance of their subject is obvious, and its 
prospective increase can readily be envisaged. 


Sabbatical Holidays 


A further simplification of my subject results from the 
fact that the need of preclinical scientists for “ adult ” educa- 
tion in Dr. Clegg’s sense cannot be met by refresher courses, 
for such in general do not exist for us as they do for those 
engaged in the practice of medicine. For us “adult” educa- 
tion must be one of two things or a succession of the two. 
We may wish temporarily to cut ourselves off completely 
from our professional work and to make ourselves more 
fully educated either by living in a university atmosphere and 
partaking in the studies and discussions of non-scientific 
faculties, or by going outside academic circles altogether 
and getting personal experience of other, more novel aspects 
of the world and/or of human existence within it. The feel- 
ing of a need for a Sabbatical holiday of such a kind depends, 
I presume, upon individual inheritance, upbringing, and 
philosophy of life, but the satisfying of the need is doubt- 
less the right form of recreation for some people, and should 
be recognized as such in a fully wise dispensation. 

The other possibility for a Sabbatical break from routine 
is that we should temporarily drop some of our duties and 
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either in our own departments or elsewhere devote ourselves 
more fully to the remainder. Before, however, going on to 
discuss that in detail, | must mention that some scientists 
have no‘wish for Sabbatical holidays at all, their whole- 
hearted devotion to the subject of their choice making it 
nugatory or even worse to offer them any temporary recrea- 
tion of the kind that we are discussing. ‘“ Whole-hearted 
is perhaps a right epithet, for their regularly alternating daily 
work and nightly rest and absence of any long breaks is 
reminiscent, if on a different time scale, of the behaviour of 
the heart which, in Leonardo da Vinci's phrase, “ moves on 
its own and does not stop, unless forever” (Keele, 1952), 
‘getting its recreation in its short diastoles. 

Such preclinical scientists are rare, but | could mention at 
least one living physiologist of distinction who falls into the 
category, and I recall one past one who, when commanded 
to an investiture on a certain date for his receipt of the 
accolade of knighthood, replied that that date would be 
impossible as he had to attend a meeting of the Physiological 
Society on it! A parallel on the clinical side is afforded by 
the case of a surgeon who operated so fast, albeit most 
skilfully, that students could learn nothing from watching 
him at work, and who spent his free time in the evenings 
either in attending to his private museum collection or in 
discussing problems, by means of trunk calls, with fellow- 
surgeons in other parts of the country. He died compara- 
tively young, but with a wonderful total of accomplishment 
in the specialty to which he gave his all. 


Duties of the Preclinical Scientist 


Let us now revert to the second kind of Sabbatical holiday 
that I have mentioned, and attempt to gauge its possibilities 
by seeing what are the duties of the preclinical scientist, 
and which of them he is most likely temporarily to give up 
when he takes his leave of absence. . He has first to teach, 
or rather educate, annually-fresh student classes ; secondly, 
to conduct research ; and, thirdly, to be concerned in various 
facets of administration. He may, in addition, have outside 
calls upon his time which are not part of his scheduled 
academic duties but are very worthwhile because they extend 
his influence and/or experience into allied spheres. Were a 
poll taken of the leanings of preclinical scientists towards 
the individual items of their threefold task, I imagine that 
few would put the administrative duties first and most would 
put them an easy last in their orders of preference. They are 
extras which fall to one’s lot to an increasing extent as one 
goes up the academic scale but for which some have less 
natural aptitude than have others, and in which few find any 
great pleasure as opposed to interest. I have little doubt that 
most of us would regard the freeing of the spirit that 
comes from the suspension of these particular “ chores ”' as 
the major advantage of a Sabbatical year. We can get a 
feeling of useful, and sometimes of important, accomplish- 
ment from administration well carried out, but in general 
it is an activity that is not exactly exhilarating, to put it no 
more than mildly. 

That leaves education and research to consider, and most 
of us know of colleagues who scamp teaching and concen- 
trate on research; on the other hand, there are not a few 
whose main value to their respective departments lies in 
their teaching power. Leaving the varied personal inclina- 
tions out of consideration for the moment, I would 
unhesitatingly say that, unless his research results are 
leading to some conclusion of outstanding importance to 
medicine or to his particular science, a preclinician should 
put the interests of his students first and his personal research 
second. For our outstanding responsibility is undoubtedly 
to train as effectively as we can the sixty or so new pupils 
who come to us each year—that is, to help as much as 
possible and to hinder as little as possible the progress of 
those ‘upon whom, rather than upon ourselves, the practice 
and the advancement of medicine during the next few 
decades will depend. Unsought-for rewards come from 
such priority accorded to one’s teaching duties, for the young 
are very responsive to a right lead and most generous in 
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their appreciation ; also, in working for and with them, we 
are ourselves kept younger in spirit than our tallies of year 
give us any right to expect to be. The main drawbacks tg 
preclinical teaching are, first, that each year one has to 
begin again at a very elementary level ; and, secondly, that 
(except for the few students who go on to a degree jp 
science) each class stays with us only two years or less, ang 
therefore never reaches fully interesting levels in our sub. 
jects. It is in the main these drawbacks which after some 
years make the preclinical teacher wish for a temporary 
break in the routine sequence. 

To the conduct of research, the final academic duty to be 
discussed, we are in theory, though seldom in practice, free 
to devote at least half our time. Those of us who have 
aptitude for original investigation, and particularly those 
who meet with success in it, find it the most satisfying of 
their three academic duties, and the one that most justifies 
the designation of “ living” as opposed to that of “ existing.” 
For there is a unique exhilaration in being the first to dis- 
cover something never before known, especially (to some 
at least of us) if the application of that discovery may prove 
of advantage to clinical medicine. From research, there- 
fore, one rarely wishes for a rest ; on the contrary, the usual 
complaint is that it is too often interrupted by the less 
exciting calls of teaching and administration. So Sabbatical 
years, in so far as they are not complete breaks from pre- 
clinical duties, tend to be devoted to furtherance of research 
projects, or to the integration of results, or to the formula- 
tion, in relative peace, of plans for future work. 

Some scientists wander off, often far afield, when they 
take such times off from their less attractive duties, and in 
this way they add a change of atmosphere to the other 
recreative influences. Some, on the other hand, just stay 
on as freer folk in their own departments. When, for 
instance, the late Professor Barcroft was granted Sabbatical 
Lent terms by the University of Cambridge in 1935, 1936, 
and 1937, he continued to work in his room in the physiology 
laboratory, and, while one of his staff acted as deputy pro- 
fessor, protected himself with a notice on his door which 
stated, “ Professor Barcroft is away from Cambridge for all 
purposes save research.” 


My Stay in the United States 


To complete the rest of the task allotted me by Dr. Clegg 
—that is, to say how I myself profited through a Sabbatical 
year—lI have necessarily to become somewhat over-personal 
and to begin with I must say that I have various interests 
which .are not catered for in an institution engaged solely 
in vocational training but need the wider atmosphere of a 
university. That part of my make-up led to my remaining 
at Oxford for a generation, and it was not until 1947 that 
I returned to, the department at Bart's in which as clinical 
student I had been a part-time demonstrator. In Oxford | 
had qualified for between two and three Sabbatical leaves 
from my College, but the University had had no correspond- 
ing scheme, so for a score of years I had had no break of 
any length from routine preclinical teaching. 

In 1951, however, an opportunity came to me through the 
kind thought of an Oxford ex-pupil, Dr. Robert E. Johnson, 
Professor and Head of the Department of Physiology in the 
University of Illinois, Urbana, Ill, U.S.A. He suggested 
that I should be invited to come out as supernumerary one- 
way Visiting Professor of Physiology for ten months, and 
I accepted, after getting permission from my College and 
University, for a variety of reasons. I had only 8-13 years 
of academic life left before retirement, and thought that a 
change for a year would provide a useful reinvigoration for 
the more routine remainder of my time. I liked foreign 
travel and also America and the Americans, including 
American students, with whom I had had dealings as an 
Assistant Professor of Physiology in the University of 
Michigan in 1926. I was interested in the prospect of 
meeting or re-meeting North American physiologists and 
learning at first hand of recent advances made by them. | 


also wished to visit.some of the parts of North Americ 
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that I had not seen on previous visits, and on the cultural 
side, inter alia, to extend my acquaintance with American 
art galleries and museums. On the personal side, I wished 
to meet again many members of the U.S. Army 2nd and 
gist General Hospital staffs who had been at the Churchill 
Hospital in Oxford during the war. Finally, I looked for- 
ward to two crossings of the Atlantic, for sea-travel is one 
of my predilections. 

An unexpected and very unique pleasure that I did not 
anticipate was the absence of any U.S. income tax on a 
visiting professor’s earnings. I believe that taxation of 
income, in so far as Great Britain is concerned, was first 
suggested by a member of one of my Oxford Colleges— 
namely, Oriel—generations ago. I can bear witness to the 
joy it must have been to live in the period before he became 
active ! 

Academic and Research Work 

From what I have written in the earlier part of this article 
it is obvious that one of the main attractions of my Sab- 
batical year was its complete freedom from administrative 
work. A second came through the special nature of my 
sole academic duties, for these were to give two seminars 
a week upon a subject of my choice, approved by Dr. 
Johnson, to about two dozen postgraduate students working 
for M.Sc. and Ph.D. degrees. I chose the circulation as the 
subject and profited greatly by being able to deal with it at 
such length. Even more did I enjoy my contact with so 
delightful, keen, and able a body of advanced students. 
They all became close personal friends, and memories of 
them and of their very many and great kindnesses to me 
remain most vivid even if, in typical American fashion, 
few of them are good correspondents. 

With regard to personal research, I was apparently to be 
less fortunate, and I learned this only a short while before 
sailing. The difficulty was that the department was due for 
rebuilding and in its old state was grossly overcrowded, so 
that I could not be given laboratory space. I therefore 
decided to use my time in integrating a series of research 
results, notes about which I took with me, in planning further 
work, and in completing so far as possible the biography of 
Joseph Barcroft upon which I was engaged, for finishing 
that work would leave me freer for non-historical research 
upon my return. Though, therefore, I performed no experi- 
ments during my time in Urbana, research was materially 
aided, and the analysis of the latest protocols gave me the 
wherewithal for a communication to the annual meeting of 
the National Academy of Sciences and, at greater length, 
fora paper in the Lancet. Most important of all, that paper 
became linked with the successful treatment by the Dublin 
obstetricians of the oliguria/anuria of concealed accidental 
haemorrhage of pregnancy (Barry, 1952; Feeney, 1953, 
1954; Barry and Geoghegan, 1954). It is therefore possible 
that my research profited more through the bar to its experi- 
mental continuance during my Sabbatical year than it would 
have done had that bar not existed. At all events I am 
very satisfied in retrospect with the way everything evolved. 


Interesting Travel 


Meeting American physiologists, other than those who 
were in or came to Urbana, was in general made possible 
through invitations to give lectures or to attend meetings 
elsewhere, the expenses being covered or more than covered 
by the fees offered ; I remain most grateful to the Americans 
and Canadians who issued me such invitations. The 
different expeditions gave me about 15,000 miles of most 
imteresting travel and provided me with many extremely 
happy memories in addition to fulfilling my wish to learn 
More at first hand of recent advances in physiology. I was 
also able to visit a number of art galleries, some of which 
I had never before seen. I could fill much space in de- 
scribing them and the museums into which I penetrated, 
but perhaps the experience was to see five Vermeers hanging 
rd by side in the National Gallery of Art in Washington, 


Two of the things which help towards the proper appre- 
ciation of another country are staying for a full year in it 
so as to know it in all its seasonal variations, and seeing not 
only the heavily populated areas but also the more coun- 
trified ones and the natural scenery. In Urbana and else- 
where I experienced qa whole range of climatic effects from 
heavy snow, ice-storms, and suchlike up to temperatures of 
100° accompanied by great humidity. The scenic beauties 
included those encountered in the lecture tours which i 
have mentioned and others seen during a fortnight’s holiday, 
after academic duties were over, in Yellowstone National 
Park, Vancouver Island, and the Canadian Rockies. Those 
parts were not only most interesting but also indescribably 
beautiful from the scenic, point of view, yet the tour in 
question was only one of many equally fascinating ones 
open to the would-be traveller in North America. 

The pleasure of my Sabbatical year was greatly enhanced 
by the extreme kindness and friendliness and hospitality 
which I met everywhere, and for which I wish to express 
my gratitude. Among those who share in it is Professor 
Alan C. Burton, of the University of Western Ontario, 
London, Ont., and I mention him particularly because in 
his laboratory hangs a quotation from William Morris which 
is most apposite to an article, such as the present one, on 
work and intervals of recreation from it. It reads: 


‘“*What other blessings are there in life save these two, 
fearless rest and hopeful work: Troublous as life is, it 
has surely given to each one of us here some times and 
seasons when, surrounde* by simple and beautiful things, 
we have really felt at rest; when the earth and all its 
plenteous growth, and the tokens of the varied life of 
men, and the very sky and waste of air above us, have 
seemed all to conspire together to make us.calm and 
happy, not slothful but restful. Still oftener belike it has 
given us those other times, when at last, after many a 
struggle with incongruous hindrances, our own chosen 
work has lain before us disentangled from all encum- 
brances and unrealities, and we have felt that nothing 
could withhold us, not even ourselves, from doing the 
work that we were born to do, and that we were men and 
worthy of life. Such rest, and such work, I earnestly 
wish for myself and for you, and for all men; to have 
space and freedom to gain such rest and such work is the 
end of politics; to learn how best to gain it is the end 
of. education ; to learn its innermost meaning is the end 
of religion.” 

Beneficent Influence 


It was strange, after the Sabbatical year which I have 
above briefly described, to get back to administrative duties 
and the like, but I remembered a picture which I had seen 
in the Vancouver Art Gallery en route to the Canadian 
Rockies. Its title was ““Chaque Féte a son Lendemain,” and 
if “ lendemain” in this instance had in part to be translated 
as “meetings of committees, etc,” at all events the “ féte” 
had taken place and had not only been good while it lasted 
but was to continue its beneficent influence to the present 
date, and doubtless will go on so doing. 

Though, therefore, I can see all the difficulties that lie in 
the way, I am, through my own experience, very aware of 
the advantages that could result, in the cases of all but a few 
preclinical scientists, from the introduction of a provision 
for Sabbatical leaves of absence. At a recent meeting of a 
University Board of Studies which I attended it was 
obvious that such a view is widely shared by my colleagues. 
So it is now mainly a question of discussing the ways and 
means to get our opinions put into practice, and that is not 
a part of the task that was allotted to me by Dr. Clegg. 
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JOHN McMICHAEL, M.D., F.R.C.P. 


Professor of Medicine, University of London 


A schoolteacher once said to me: “I don’t know how 
you doctors keep it up, I’ve forgotten all I learnt at the 
university.” The answer is simple: continuing experi- 
ence in the clinical field and responsibility for vital 
decisions compel the conscientious doctor to strive to 
keep abreast. The system in this country of frequent 
reference by family doctors to trained specialist con- 
sultants is really a continuation of clinical teaching for 
the general practitioner, who can thus maintain an 
awareness of the modern practical outlook on the 
problems of the patients for whom he is responsible: 
personal contact with, and letters and reports from, his 
local or central consultant hospital staff are continuously 
available for instruction and interchange of new ideas. 


Experience at the Postgraduate School 


How do our consultants themselves keep up to date ? 
The methods are: (1) by team-work, (2) by external contacts, 
(3) by reading, (4) by research, and (5) by teaching. 


Team-work 


The days of the self-sufficient complete comprehensive 
physician or surgeon are over. While every consultant 
physician may and should grasp the principles and ideas 
underlying the continuous revolution of outlook in prac- 
tical medicine, mastery of the growing technological com- 
plexity is certainly beyond him. We can all recognize the 
history and physical findings in gastric ulcers, but any 
gastroscopic opinion required must be given by an expert 
who has mastered the technique and who has seen hundreds. 
Our own medical wards are staffed by “ physicians” (not 
“ cardiologists,” etc.), each of whom takes full responsibility 
for the basic business of history analysis and complete 
traditional physical examination. After completion of this 
basic examination he may apply his specialist technological 
skills in one specialized direction. He is backed by col- 
leagues of similar broad clinical competence but with parti- 
cular skills in diversified fields whose help is freely sought 
for detailed aid in the other major specialties. 

In addition to frequent bedside consultations, a joint 
meeting of all staff (physicians and junior staff, patholo- 
gists, biochemists, radiologists, etc.) is held once a week 
for presentation and mutual discussion of outstanding 
clinical problems of special interest or difficulty. In this 
manner three objectives are fulfilled: (a) concentration of 
all locally available skill and knowledge in the interests of 
the patient; (6) sharing of clinical experience; and (c) 
mutual teaching, interchange, and criticism of new tech- 
niques, tests, and interpretations. In addition to these 
formal staff interchanges, joint sessions of clinical “ firms ” 
with radiologists and pathologists, including attendance of 
clinical staff involved at all post-mortem examinations, are 
regarded as duties of major importance. 


External Contacts 


Perhaps 300 medical teachers from home and abroad pass 
through the Postgraduate Medical School in a year giving 
didactic lectures or discussing and talking with various 
specialized or research groups. Our staff travel widely to 
other academic centres in Europe, the Commonwealth, and 
America. Such personal contacts, supplemented by the 
exchange of younger trainees on research fellowships or 


a 
clinical appointments, bring in a wealth of medical firs. 
hand news, which is spread and discussed among all inter. 
ested staff. Meetings of specialist societies at home and 
abroad complete these contacts on a more formal basis, 


Reading 


Sir William Haley, in a recent broadcast, estimated that 
digesting and absorbing 100 pages an hour, an intelligent 
reader could get through about 5,000 books in an active 
adult working life-time of 50 years, and to avoid waste he 
must be selective. World production of medical journals 
makes a pile 1 foot high a day, towering to 365 feet in g 
year, and the pace is accelerating (Flaxman, 1954), The 
reader’s task at first sight appears hopeless. Fortunately (or 
unfortunately) most of the writing is of a repetitive char- 
acter—innumerable articles saying much the same thing, 
with dotting of i’s and crossing of t’s, and mainly intended 
for local consumption. As a basis for keeping up to date 
in reading I suggest: (1) Good monographs : these are 
usually only a year out of date on publication, but may 
soon be anything up to five years behind. (2) Torn-out 
annotations, leaders, and articles from the Lancet and 
British Medical Journal, stored in appropriate filing boxes 
(mutilation is regrettable, but libraries can be used for 
bound copies). (3) Some: carefully selected reprints (re- 
quested by letter please and not printed postcards). (4) One 
or two specialist journals in fields of particular personal 


interest. (5) Do your reading and revision in relation te 
actual clinical problems. This helps to fix things in the 
memory. 


Collective reading groups or journal clubs of about a 
dozen members of varied medical interests are of value for 
presentation and mutual discussion of interesting matters 
which would otherwise escape notice. 


Research 


Research is a hackneyed word these days. 
may be regarded by some as necessary for prestige. Abhor- 
ring such base motives others see virtue in silence, and 
some even believe that research reduces clinical competence, 
The latter view is as disastrous educationally as the stupid 
parental request, “ Don’t teach him any poetry, he is going 
to be a grocer!” Admittedly, quantity of publication 
sometimes threatens to reduce quality, and unseemly 
scrambling for priority can diminish the exercise of thought 
sO necessary in placing new data in proper perspective. 
Nevertheless, every teaching physician and consultant should 
maintain his claim to expert knowledge by personal re- 
search. Some may take the pace slowly, patiently accum- 
ulating valuable information over years, others may be more 
rapidly productive. Some may use esoteric laboratory tech- 
niques while others contribute equally or more valuably 
by simple documentation and arrangement of clinical ex- 
perience, The value of research in keeping up to date is 
that it promotes a critical outlook in a given field and it 
imposes a demand for valid proof of one’s beliefs. Con- 
tinuous revision of the theoretical basis of our work main- 
tains medicine as a profession: otherwise we decline to a 
mere craft. 

Teaching 


The urge of consultants to instruct their juniors is not 
confined to the teaching hospitals, and many brilliant 
teachers influence their fortunate pupils in provincial centres 
and elsewhere. Discussion clarifies thinking. The need for 
logical presentation engenders lucidity, and unrecognized 
lacunae in knowledge may become obvious only when sub- 
jected to the critical scrutiny of a keen student body. Refer- 
ence to the library for further data or additional clinical 
or laboratory tests are often the result of a stimulating 
teaching session. Repeated presentation to generations of 
students improves teaching technique, and keeping the 
account up to date is achieved only by continuous revision 
by the teacher himself. 

I realize that I am writing from the uniquely privileged 
position of a ringside seat in a highly organized university 


Publication . 
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clinical school. The stimulation and education I have 
received from my colleagues are as impressive as their loyalty 
to a team which places the ideals of service to medicine 
above personal material gain. Jointly we share a privileged 
position in postgraduate education, and we have been glad 
to see some of our precepts followed in other centres. The 
value of the joint staff round and the clinico-pathological 
conference (for which we acknowledge our indebtedness to 
America) is being widely appreciated. Such meetings should 
be obligatory for all hospital consultants, as otherwise 
the vitally necessary team-spirit can never be developed. 
The consultant colleague never seen at such meetings 
js almost a dead loss; he neither educates himself nor 
contributes anything for the help and enlightenment of 
his colleagues. 

The form of joint meeting used may vary from place to 
place. I have seen it as far afield as Christchurch, New 
Zealand, where it is organized round the pathologist and 
radiologist, who pick out the problem cases for joint dis- 
cussion. Sometimes they are joint medico-surgical, and per- 
haps a greater effort should be made in this direction. 
Teaching and discussion as a stimulus should be the prerog- 
ative of any consultant anywhere responsible for the work 
of his juniors. 


Some Ancillary Schemes 


The Younger Consultant or Specialist Trainee—Let us 
imagine that a young clinician wants to develop a new line 
of interest or research involving a technique with which he 
is unfamiliar, such as chromatography, isotope tracer work, 
or electroencephalography. These young men will usually 
know fairly precisely the medical centre they wish to visit 
to get the instruction and experience needed. Rockefeller, 
Nuffield, and Eli Lilly Commonwealth and Postgraduate 
Federation Travelling Fellowships are available for men of 
suitable qualifications and promise. These fellowships en- 
able the young man to spend a year abroad in chosen 
research centres. The value of such Wanderjahren is enor- 
mous, not only in the spread of ideas but also in the 
promotion of international understanding and good will in 
the civilized world. In the international sphere there is 
nothing more impressive than the mutually co-operative 
spirit which inspires medical research. There is no national 
secrecy, and such competition as may exist is no more than 
a healthy stimulus to effort. 


Basic Science Training.—It should be appreciated that 
there can be no basic science course suitable for all clinical 
investigators. Surgeons, gynaecologists, cardiologists, and 
otologists individually have the most variable basic science 
requirements. All doctors, however, have had at some time 
in their lives a training in chemistry, physics, biology, and 
experimental physiology. The clinical investigator should 
not be frightened to return to the techniques of which he 
once had an elementary grasp. If he has the enthusiasm 
and urge he may be surprised at the speed with which he 
can relearn the necessary technologies for his particular re- 
search interest. If he makes the right approach to an estab- 
lished expert he will always get encouraging help and 
advice. 


Travel Abroad and Exchange Teaching.—For the senior 
worker the idea of a Sabbatical year is sometimes raised. 
This has obvious advantages for the non-clinical university 
teacher, but for the clinician continuity of observation of 
patients is both the basis of his knowledge and an inescap- 
able responsibility ; absence from clinical duties for a whole 
year is seldom practicable. Shorter absences, up to three or 
four months, are easier to arrange and can be extremely 
beneficial if used to full advantage. Places visited have to 
be carefully selected, and the medical academic traveller, 
active in research and with some message to convey, can 
often finance his journeys by giving lectures. Lectures in 
the United States are most generously paid, and it is with 
the deepest regret that we in this country find great diffi- 
culty in offering comparable remuneration for return visits. 
Let us hope that improving economic circumstances may 


help to correct some of the more glaring discrepancies be- 
tween the generosity of our American associates and the 
meagre provision on this side of the Atlantic which limits 
seriously two-way university traffic. Lecture tours, however, 
can be strenuous and exacting. It would be a wise move 
if more short-term travelling fellowships were made avail- 
able for senior workers to spend periods of, say, six weeks 
as guests in foreign medical schools. More exchange 
arrangements should be encouraged in the universities of 
our own country. I have found it easier to get to know 
the staff and organization of some American medical schools 
than to know what goes on in other medical schools in 
London. 


Widening Horizons.—So far I have dealt with strictly 
medical educational matters, and in this sense the recom- 
mendations are too narrow. The doctor in the community 
should be a cultured man. Keeping good company with 
educated men of widely diversified interests is one of the 
privileges of university life. This privilege is more readily 
available in provincial centres than in the impersonal vast- 
ness of London, which suffers from over-specialization and 
widely scattered dwelling-places. Most university teachers 
and investigators bring to medicine techniques and ideas 
from distinct or allied disciplines—anthropology, sociology, 
mathematics, microbiology, psychology, physics, and so 
forth. In these borderland subjects the teacher may have 
had a formal training, but often he has simply sustained 
a cultured interest and may be largely self-taught. Wider 
fields of interest in literature, history, philosophy, art, or 
even craftsmanship help to make a cultivated human being. 
These are the counter-weights to the narrowness of extreme 
specialization. Such men are good mixers, they can talk 
readily with patients from any walk of life, and they create 
bonds of sympathy and understanding with their colleagues 
and with those who seek their help. 


REFERENCE 
Flaxman, N. (1954). J. Amer. med. Ass., 154, 1409. 








ADULT MEDICAL EDUCATION 
A GENERAL PRACTITIONER’S VIEWPOINT 
BY 
LINDSEY W. BATTEN, M.B., M.R.C.P. 


I am invited to make one in a symposium on adult 
medical education with special reference to a proposed 
quinquennial or decennial six- or twelve-months Sabbath 
for practising doctors in which to resume pupillary 
status and learn what they might wish to learn. I sup- 
pose I am invited partly as one with a longish, though 
not wide, experience of general practice, and partly, 
perhaps, as a product of an era of medical education 
now past and in danger of being forgotten. 

Medical education cannot really be divided into adult 
and sub-adult. Quite apart from what practice may 
teach him, the doctor, considered as a product of educa- 
tion, is the resultant of the general and special schooling 
he has received, and this resultant will vary widely 
according to the proportions of the two ingredients. 
These proportions have changed in my life-time and 
bid fair to change still more. Special schooling has 
encroached on general schooling. The vast super- 
structure of technical education has pressed down the 
foundations on which it needs must rest until they are 
crumbling. 

No one would pretend that at any time in medical 
history all doctors have been well-educated men, but 
fifty years ago it was possible and not uncommon to 














Si2 AuaG. 27, 1955 


ADULT MEDICAL EDUCATION 


—__ ert See 





pursue general education to university age and only 
then, on leaving school, to begin preclinical studies. 
There was therefore a good proportion of doctors who 
were also passable classical or mathematical scholars— 
trained in the use of words or figures—who had some 
knowledge of history and the humanities or of one or 
two living languages beside their own—worthy repre- 
sentatives of a learned profession. Such medical men 
and women still exist but may not do so much longer. 


Education of our Children 


I and my contemporaries complain to each other that if 
our sons or daughters wish to be doctors we cannot get 
for them the balanced education we—and often enough 
they too—think they ought to have. If at 16 they opt for 
medicine, by that not ignoble choice they slam the door, 
at once and for good, on literae humaniores. They are cut 
off from the whole company of “ sixth-formers "—thereby 
making barren much of their earlier education, now due to 
bear flowers and fruit—and they enter on a long course 
of fact-learning and technical instruction without the literary 
discipline which would teach them to think clearly and to 
express themselves in terse and lucid English. Good tech- 
nicians they may become, but never well-educated men. 

If they delay decision, pursue their education, and, per- 
haps reaching scholarship standard, seek entry at 18 to an 
ancient university in order to study medicine they are likely. 
by the bitterest of irony, to find the gates shut in their 
faces. 

An American boy, writing in the school magazine of his 
experience in an English public school, remarks: “ We have 
specialization, but with nowhere near the degree of intensity 
found in English schools. In America a person with a desire 
to study science may do so, but not with the same exclu- 
sion. .. . A language, modern or ancient, or history must 
hold the same number of hours in his schedule as the 
science.” 

We may learn in time, but if our present trend continues 
another result must surely be not only the extinction of the 
well-educated medical man but the down-grading of our 
profession in the eyes of others to the level of a skilled 
trade, with results to be felt personally and practically by all 
its members. It is hardly fanciful to suppose that in the 
minds of some of the engineers and draughtsmen of the 
National Health Service we were already regarded not as a 
profession to be consulted but as so much skilled labour to 
be engaged when the scheme was sufficiently advanced. 

Be that as it may, it is clear, and is from time to time 
fairly frankly acknowledged, that the superstructure cannot 
be allowed to disrupt completely its crumbling foundations 
but must somehow or other be lightened. The trouble is 
that every part of it seems sacrosanct to someone and that 
the powers medical can give way and give up as little as 
the powers national, May it be that, pending agreement 
about its entrenched lower stories, the least contentious and 
not the worst way to lighten it is to relieve it of its topmost 
accretions ? 


A Second Chance 


To drop metaphor; if the student nearing qualification 
and his specialist teachers knew that his last chance was not 
at that moment passing, that omissions were not irremedi- 
able, that he could perhaps come back, there might be a 
little less insistence on this or that seemingly indispensable 
piece of knowledge or technique, and by so much the burden 
might be lightened. Thus the adult education of the doctor 
might indirectly promote the adolescent education of the 
aspirant to medicine. It could perform no more precious 
and fruitful service. 

But the direct, unquestionable fruits of this second or 
recurrent spring would also be many. Assume it somehow 
arranged that after five years in practice the practitioner 
enters, for a period of months, his own or some other 


——, 


teaching school with an invitation to frame his own curri- 
culum and an undertaking by the school to teach him what 
he wants to learn. 

He might begin with the things he could have learnt, or 
learnt more thoroughly, as student or resident if he had 
known he would need them and if examinations had not 
loomed so large, and first of all, perhaps, with some skills. 
It would be a new and stimulating experience to be able to 
go to the appropriate department and say, “ Please teach me 
to see (in a reasonably tolerant patient) the vocal cords, the 
post-nasal space, the inside of the nose. I am not really 
adept with this or that scope or speculum ; I am uncertain 
whether this appearance I see in the fundus oculi, rectum, 
or cervix uteri is normal or not; may I please keep trying, 
and will you check and keep me at it until I am com- 
petent?” “TI think it should not be beyond me to pass 


the Eustachian catheter and perhaps wash out an antrum, - 


to inject internal piles, cauterize a cervix, perform a my- 
ringotomy, remove polyps from the more accessible sites, 
carry out certain ‘orthopaedic manipulations, freeze, 
cauterize, or excise certain warts and naevi, but no examiner 
thought it mattered ; I did not know I should want to, and 
one cannot be house-officer in every department. So I wag 
a half-hearted, shy, or reluctant pupil and missed my first 
chance; now I am keen and whole-hearted and, miracu- 
lously, have a second.” 

The difficulties of this part of the general proposition are 
particularly great, but so would be the benefits. Doctors 
and their patients, the quality and standing of general prac- 
tice, and the efficiency and reputation of the National 
Health Service all stand to gain by a wider diffusion of 
these accomplishments, and long-suffering casualty officers 
and registrars, even if they bore the brunt of the instructing, 
should in the end be relieved of a vast amount of tedious 
work. 

Apart from skills, there are common conditions, slight- 
ingly regarded or overlooked in student days, on which the 
practitioner-student might receive and perhaps might shed 
new light. He could “ walk the hospital” again with new 
and, it may be hoped, deeper and wider-seeing eyes. The 
wards and departments would now contain not “ cases,” 
disease processes, or morbid states, but patients. The whole 
thing would have a new look. The skin department, for 
example, would appear no longer as the exclusive home of 
strange, unreasonable dermatoses but as a starting point for 
the study of industrial hazards; problems of personality, 
constitution, and human relations and conflicts; of toxi- 


cology and general medicine, with its full quota of psycho-’ 


logy. Then there is new knowledge. Even five years would 
produce a mass of facts, views, and techniques, new since 
he left, to learn and digest, and ten years would produce 
a greater mass. 

Present Opportunities 


True, the most praiseworthy attempts are made to spread 
new knowledge and to carry it, in particular, to general 
practitioners. There are lectures, clinical meetings, and 
refresher courses, demonstrations of cases, books, journal 
articles, and a superabundance of commercial literature. 
Even the last is not wholly to be despised, but it is curious 
and rather humiliating to realize, on candid self-examina- 
tion, how much less one has learnt by these means than 
might have been hoped. Apart from the shortcomings— 
sometimes serious—of individual speakers and writers, the 
reasons are probably these. Even in youth, when the mind 
was young and relatively receptive, and the memory, though 
past its childhood best, still in fair trim, and when an im- 
minent examination provided a powerful incentive—even 
then it was hard to get much good from a lecture. The 
tutorial class, the “grind,” the catechism, the ordeal by 
question at the bedside—those and the textbook, studied 
with conscious concentration and effort, were the effective 
means to the acquisition of knowledge, and it is precisely 
these to which the practitioner never submits himself or is 
submitted. It is he, not his instructor, who asks the ques- 
tions, if any are asked at all. 


He fails to get the goods © 
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because he does not pay the price. He attends with interest, 
he tries to take it in, indeed he thinks he has done so ; he 

home feeling stimulated, he has enjoyed his afternoon 
or evening. Yet when, a week or two later, he would fain 
recollect what he had heard or seen it has become hazy or 
js clean gone “like a dream when one awaketh.” 

There are special excuses for the practitioner. The mind 
half occupied with the pressing problems of the day does 
not lend itself to “ good reception,” but the main cause lies 
deeper. It is notorious that the lecture and the sermon 
rarely dint the mind, and that that marvellous machine, the 
memory, shows signs of wear as early as the neuromuscular 
machinery of the athlete—perhaps earlier. 

It is too much to hope that the Sabbatical months could 
altogether rejuvenate the memory, but complete respite from 
the cares of practice would vastly improve reception, and if 
the practitioner-student did indeed swallow his pride to the 
extent of standing up to questions and being made to prove 
his knowledge or his skill by demonstration he would un- 
questionably learn and retain far more than he is likely to 
do by the present accepted methods of instruction. 

Nor would the educational traffic move all one way. 
Practitioners made to feel at home, stimulated by what they 
saw and heard, with time to form opinions and opportunity 
to speak their minds, could bring into a teaching hospital 
a current of fresh thought and a point of view it cannot 
get either from its own specialized staff or from distin- 
guished visitors from other schools. The trade in ideas 
between seniors and juniors, specialists and “ generalists ” 
(to borrow an Americanism), workers within and workers 
without the walls, given good mixing machinery and a 
skilful and determined mixer in charge of the enterprise, 
should prove most fruitful. 


A Formidable Objection 


Possible variants of the general idea “ Back to a uni- 
versity or even school atmosphere every five or ten years” 
are many. One might move from school to school—most 
of us have experience of only one. Perhaps, even, some- 
thing might be done towards making good those lost sixth- 
form years. Two months might go to learning something 
of a foreign tongue and four to studying medicine in the 
place where it is spoken. I have sketched only one possible 
example, and that, deliberately, only from the practitioner’s 
point of view. The gains and goods that could accrue are 
manifold and manifest. But manifold and manifest also are 
the obstacles and the costs. I have no notion who would 
or could finance the plan (unless the world went sane, we 
stopped making arms and had morey to burn), nor do I 
know what universities or teaching schools would or could 
open their hospitable gates and undertake the burden of in- 
struction, but from the beneficiaries’ end also there is one 
most formidable objection. 

It lies in the nature of general practice, which, far more 
profoundly and essentially than any specialty, binds the 
practitioner to his patients and his practice. The whole 
essence of the thing is personal and continuing responsi- 
bility. For myself, I have never understood how, except 
very partially and transiently, responsibility for patients can 
be shared or shunted. It is possible to leave one’s practice 
to a trusted colleague for a few short weeks and‘to pick 
up most of the threads still unbroken. More I should guess 
to be impossible. There may be evidence from war experi- 
ence to prove me wrong; no doubt there is a difference 
between one practice and another, and perhaps between 
country and town ; but I fear the very doctor with most to 
gain from the refreshment and instruction of the Sabbatical 
months would have most to lose from the abandonment of 
his practice, and that the price would be more than he 
could afford to pay. 

One way and another I am afraid the conception is, and 
Must remain, a dream. But it is a bright and maybe a 
Pregnant dream and merits more than a brief, longing 
glance. Much has sprung before now from “ Suppose and 
suppose.” 


ADULT MEDICAL EDUCATION 
FOR THE GENERAL PRACTITIONER 


BY 
C. W. WALKER, M.B., B.Chir. 


“ Read, read widely or your sermons will become deadly 
dull!” So did the first Archbishop Temple adjure his 
ordinands. The same advice and warning might literally 
be applied to general practitioners and their treatments. 


We all have thrust through our letter boxes a daily 
cascade of literature which purports to educate us on 
modern therapy. Most of this, but not quite all, is 
thrown unread into the wastepaper basket. It is incred-- 
ible that manufacturing chemists should continue this 
practice if none of this were read, so it is probable that 
some modern terminology, even if little knowledge, is 
acquired by the practitioner from advertising circulars. 

The Royal Society of Medicine and the British 
Medical Association, to mention only two, possess 
excellent libraries. I am indebted to the B.M.A. librarian 
for the information that in 1954 31,509 books were 
taken out by more than 5,000 members,,of whom over 
2,000 were general practitioners. The demands came 
from all over Great Britain. Textbooks and British 
Medical Journal publications such as Refresher Courses 
for General Practitioners and Any Questions? were 
popular. 

Hadfield (1953) found that most general practitioners 
read one or more medical journals. Whether such a 
journal as the British Medical Journal is read right 
through by a general practitioner is doubtful, but there 
is no doubt that a journal written down to an editor's 
idea of the mental level of a general practitioner would 
make dull reading. 


All this seems to indicate that given the time and the 
inclination there is no lack of opportunity for reading 
widely. As general practice is hardly the sort of pro- 
fession a scholar would choose, it is perhaps surprising 
and gratifying to find how much the general practitioner 
reads. Nevertheless, many practitioners will turn to 
more practical methods of education. 


Hospitals 

Most will agree that intimate contact with a hospital 
forms the easiest method of keeping up to date with medical 
knowledge. There are various ways in which this contact 
may be achieved, First, there are general-practitioner beds 
in hospital. Ogilvie (1953) and Hamilton (1953) both agree 
that practitioners should have the use of beds in hospital, 
not necessarily in a teaching hospital, where patients could 
be treated for relatively simple conditions such ds pneu- 
monia and congestive heart failure. The best way to pro- 
vide these beds is in cottage hospitals. Unfortunately 
regional hospital boards have tended more and more to 
remove these hospitals from the general practitioner and to 
incorporate them under the specialist staff. Their argument 
is that they can be put to better use thereby. Certainly the 
standard of treatment, particularly surgical treatment, in 
these hospitals has been raised, but it is a severe loss to 
the general practitioners. The answer would seem to be to 
allow general practitioners to use their cottage hospitals as 
before, but for them to be under the supervision of con- 
sultants. In this way the, general practitioner retains the 
valuable experience of working with colleagues in a hospital, 
and the danger of his trying to do too much, owing to over- 
enthusiasm or lack of experience, is avoided. 

The second method of achieving contacts in hospitals is 
by having general practitioners on the staff of general or 
specialist hospitals either as specialists—anaesthetists, for 
example—or as paid clinical assistants. In the United Cam- 
bridge Hospitals there are eight general practitioners on 
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the staff out of a total number of 50 practitioners in this 
area. Further trial might be made of the experiment where- 
by general practitioners are attached as clinical assistants 
for a short time to various departments (Ogilvie, 1953). 

Thirdly, there are refresher courses arranged by teaching 
hospitals. The University of Cambridge provides post- 
graduate teaching through the United Cambridge Hospitals. 
The teaching of general practitioners is provided in three 
ways. 

1. Ward Rounds and Attendance at Out-patient Depart- 
ments and Special Clinics——Once a month a ward round or 
clinic is open to general practitioners to attend. The pro- 


stranger may expect to receive almost special coaching 
this method, and it must be an attractive way of spending 
a holiday with pay. 

The average attendance for Saturday symposia is 30; the 
numbers vary from 18 to 65. About 600 general prac. 
titioners in East Anglia are circularized. If different 
practitioners attended each time and there were 10 
posia in a year, it would mean that about half those cir. 
cularized attended, but, of course, there are a number of 
consiant attenders, so probably less than 25% ever use this 
method of education. An interesting point is that more and 
more requests for programmes of these courses are coming 








gramme is so arranged that a practitioner can spend a fort- from the periphery of the area, so that already there are j 
‘ night attending rounds or clinics, both morning and after- many more doctors from Norfolk, Suffolk, Essex, and the : 
noon, so that he collects 22 sessions, which will allow him outskirts of London than from Cambridge itself. It is not, | 
to claim his expenses from the Government for the course, I believe, so much that a prophet is not without honour I 
for out-of-pocket expenditure, and for a locumtenent. In save in his own country as that most practitioners feel that s 
other words, he can bring his wife to Cambridge for a they are able to meet and learn from their own consultants ¢ 
fortnight and get his own expenses paid and has quite an at medical society meetings, by correspondence, or at domi- § 
interesting education outside his profession as well as in Ciliary visits. If they wish to be refreshed they like to go f 
medicine. This method is becoming increasingly popular ight away from home. While this is to be encouraged it g 
with doctors who live outside East Anglia. The local prac- _ is still true that continuous education means frequent con- t! 
titioner is more likely to sign on for one monthly ward tact with colleagues in the neighbourhood and in the local h 
round or clinic, but he is by no means a constant attendant, hospital. a 
2. Symposia.—These are held every month on a Satur- Some 300 general practitioners are notified about clinico- c 
day, both morning and afternoon. A subject of general pathological conferences. The attendance is usually be- v 
interest such as rheumatism or anaemia is advertised and a tween 30 and 40, but of these only six to eight are general - h 
number of experts give short papers followed by demon- Practitioners, the remainder being specialists of different hi 
strations and discussions. There is no doubt that for the kinds. The time of the meeting may have something to _ ss 
most part the standard of teaching is very high, so that the 40 with the poor muster of general practitioners. Five to ¥ 
practitioner not only has the opportunity of listening to an 6 o'clock means as a rule no cup of tea before evening 
expert but to one who is an expert teacher. This combina- ‘Surgery, and that is a hard penalty for one whose supper th 
tion is, of course, most likely to be found in a university is after 8 o'clock. On the other hand, there seems to be to 
teaching centre. The discussion that follows the lecture 0° optimum time for a meeting except one that has become w 
often takes the form of question and answer. Indeed, any habitual. General practitioners, like others, are creatures of an 
real discussion or argument by a member of the audience abit, and habits they say are difficult to acquire or break cu 
is unpopular. Practitioners are, with difficulty, persuaded fter the age of 30. ch 
to listen to the expert. They quickly incline to be intolerant Any collection of doctors or division of the B.M.A. will My 
towards an argumentative and long-winded colleague. This hold clinical meetings from time to time. The Cambridge fir 
is understandable, but it does mean that the expert gets Medical Society meets once a month. All members of the 
away with it every time and that real criticism of some branch are entitied to attend, some 378 persons. The 
of the methods and ideas of modern medicine is not easy average attendance is 25. For special occasions, such as | 
to get across. a B.M.A. lecture, the attendance rises to 50 or 60. 
3. Clinico-Pathological Conference—This form of teach- In spite of this wealth of opportunity there will be a 
ing originated, I believe, in the United States. It is enter- proportion of general practitioners who do not feel it neces- 
taining as well as educative. The expert is given the hospital sary to make contact with their teaching hospital for pur- 
notes of a patient who is unknown to him and who usually poses of education. These men may feel that the general 
has already died. The expert, after discussing the history practitioner may learn more from his patients in their own 
and the findings, makes a diagnosis. The case is then open homes than from trying to learn about hospital technique We 
to discussion and anyone may make suggestions. Finally, and methods; that the educated man is not a specialist; res 
the pathologist reports on the post-mortem findings. These that life teaches more than medicine. Others may be so Ps} 
conferences provide good entertainment, because there is tied to the routine of practice that they are unable to give sul 
always a chance that the expert may be completely wrong. the time to attend hospital lectures. Whatever the reason, we 
He must be brave as well as able, because general prac- _ it is to be deplored, because hospitals and hospital treatment att 
titioners take special delight in watching their learned col- are becoming more and more necessary for our patients. at 
league make mistakes, chiefly because they so often make Those who mever go near a hospital themselves are not ‘ 
mistakes themselves. However, it is certainly true that the those who never send a patient to hospital. If we wish har 
conferences are excellent education. It is an education to to be the patient’s adviser as well as friend, we must know tim 
listen to a masterly exposition by a great mind. In this What goes on in these places, what they can do, and what Ge 
connexion the male gender includes the female. We have they cannot do. by 
been privileged to listen to a masterly presentation of a To some general practitioners the domiciliary visit with a as 
case by a lady. There is, too, the chance that the general consultant to a patient's house forms about the only phy- Ge 
practitioner may sometimes, but not very often, because sical contact between hospital doctor and general prac- onl 
the case is generally obscure, contribute something of value titioner. This merely emphasizes the importance of such 
to the discussion. The conferences are held once a month. domiciliary visits in the education of all doctors. Regional rc 
hospital boards that discourage such combined visits are Con 
Attendances of General Practitioners doing a real disservice to medicine in this country. he 
The question now arises of how much these opportunities tee 
are used by general practitioners. I am indebted to the Sabbatical Year thei 
secretary of the postgraduate school. by kind permission of The Editor of the British Medical Journal has suggested T 
Sir Lionel Whitby for the following. that everyone needs a change at some time, and that it as 
Ward rounds and clinics are not well attended by local would be-a good idea for every general practitioner to have — 
a Sabbatical year away from his practice. This need not *] 


practitioners, although more strangers are coming to Cam- 
bridge for a fortnight to attend 22 sessions. As the number 
attending in any particular fortnight is very small, the 


be a whole year and need not necessarily occur every seven - 
years, but perhaps every five or ten. The simplest change 
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te 
would be for a general practitioner to take a fairly junior 
‘sh in a hospital—say, two jobs in the year—and for a 
junior OF possibly senior registrar to do a locumtenency in 
apractice. In this way the practitioner and his wife would 
make new contacts and find new interests and the registrar 
would be able to have a good look at general practice before 
deciding to burn his boats and train for a specialty, or, if 
he had already made up his mind to specialize, he would 
gain first-hand knowledge of general practice which would 
stand him in good stead for life. Such a scheme might help 
to solve two of our present difficulties. 

First, it would, by mixing up general practitioners and 
hospital doctors, help to bridge the gap which has developed 
between the two. Hadfield (1953) showed that all three 
parts of the National Health Service—consultant, public 
health, and general practitioner—were growing apart, and 
so creating a lack of sympathy and understanding amongst 
doctors which must surely in the end destroy the Service. 
Since his report a real effort has been made to bring the 
public health services and general practitioners closer to- 
gether, with encouraging results. This is now so far true 
that a general practitioner may even be seen talking with a 
health visitor instead of shouting’ at her, the conversation 
appearing to be mutually enjoyable. Relations between 
consultant and general practitioner have not been so ob- 
viously bad, but patients are bewildered by what they over- 
hear when practitioners run down the hospital and the 
hospital doctors slander the practitioner. All this will quite 
easily be overcome if each side learns about the other's 
work. 

The second advantage of the Sabbatical year might be 
that the practitioner and his wife who felt tied and bound 
to a practice isolated perhaps in unsalubrious surroundings 
would be able for a year to find social as well as intellectual 
amenities in a complete change. There are obvious diffi- 
culties such as change of salary, change of school for the 
children, but none that could not be overcome given the 
will. I dare swear that the wife would have the will and 
find the way. 


Whatever is done to provide postgraduate education in 
hospitals, there will be some practitioners, perhaps a 
majority, who feel that education is something more than 
acquiring potted knowledge even from experts, something 
more than acquiring technical skills. These men and women 
educate themselves by learning from their patients. They 
will discuss crops and beasts and the weather in the country, 
the technicalities and traditions of mining in coal-mining 
areas, the hazards and benefits of a, university education 
in university towns. In other words, they wish to learn 
about their patients as human beings rather than as vehicles 
of modern diseases. Who shall say they are wrong? 
Somehow in this hurried world we have to combine science 
and the humanities. Time is too short for anyone to be a 
real general practitioner. We must all be more or less 
degraded into becoming specialists. 


Conclusion 


Education involves contact with the minds and 
methods of other men. This may be achieved by read- 
ing or by talking and working with colleagues. It is 
important that hospital doctors and general practitioners 
should have frequent close contact in order that each 
may learn from the other. In this area strenuous efforts 
have been made to encourage this contact, with only © 
moderate success. The efforts might be more successful 
if there were a common medical library, a common 
dining or luncheon room, and more hospital beds for 
general practitioners. Everyone must decide how to 
balance education in science and the humanities, but, 
whatever the proportion, education must be a discipline 
as habitual as the 9 o’clock surgery, not something to 
be fitted in if time permits. 
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THE PLACE OF PSYCHOLOGY AND PSYCHIATRY IN MEDICAL EDUCATION* 


DESMOND CURRAN, M.B., F.R.C.P., D.P.M. 
Senior Psychiatrist, St. George’s Hospital, London 


We are all aware that psychiatrists are not solely 
responsible for the education of medical students in 
psychology and psychiatry. Indeed, our medical and 


surgical colleagues play a far more important part than , 


we do, both directly and indirectly, in determining the 
attitude of future doctors to psychological and psychi- 
atric problems and the amount of knowledge they may 
have about them. For example, looking back to the 


time when I first went as a medical student to St. - 


George’s thirty years ago, a remark made repeatedly 
by one of our senior surgeons always stuck in my mind, 
as I also find it has done in the minds of other St. 
George’s men. It was : “ Always remember that patients 
only go to hospital because they are either very ill or 
very frightened, and they must therefore be treated with 
consideration.” Which indeed this surgeon did do, when 
he attended the hospital, which was not often; for he 
was one of those Who were what is known as kind to 
their juniors and left much to them. 

The more specific psychiatric instruction in my day 
a a medical student consisted of about half a dozen 








*Read at the Joint Annual Meeting of the British Medical 
Association, Canadian Medical Association, and Ontario Medical 
ation, Toronto, 1955. . 


visits to a mental hospital, and resembled a visit to a 
music-hall or a grand guignol according to one’s tem- 
perament. 

Inevitably I shall approach the subject from the point 
of view of the psychiatrist and with special reference to 
the contribution that a psychiatrist can or should make. 


Needs of the Psychiatrist 


Wilfred Trotter (1941) has said that typically the lay 
attitude to the doctor or medicine man is a “ strange mix- 
ture of distrust and inordinate expectation.” Many psychia- 
trists would, I think, agree that precisely this lay attitude is 
often held by our medical and surgical colleagues towards 
us, We may regret this, but’ we must recognize it. And 
we must also recognize that we are not likely to get what 
we want quickly. Our main psychiatric needs are quite 
simple, and are two in number—better facilities for work 
and more time. Unfortunately most of our medical and 
surgical colleagues feel the same, and naturally want to 
keep their slice of the cake and to have a bigger one. 

I am increasingly convinced, however, as I have main- 
tained previously (Curran, 1952), that “ the biggest practical 
step forward for the teaching of psychiatry to undergraduate 
students in this country would be to have a compulsory 
examination, as in Edinburgh, or at least one compulsory 
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question in all qualifying examinations. Examinations are 
the only effective way to make the average student take a 
subject seriously. Medical students are practical people ; 
they want to get qualified ; and they naturally tend to feel 
that time spent on a subject that has very little value for 
this is relatively wasted time.” 

Deans and boards of governors are practical people, too, 
and they are not at all likely to make the advances we think 
they should unless they have to comply with examination 
requirements. Until there are examinations to set our 
standards, wide divergencies of opinion are bound to be 
shown concerning what our psychiatric curriculum should 
be. We all know that in general medicine and surgery the 
curriculum is a subject for disagreement and dispute. What 
measure of agreement would be reached if examinations in 
these subjects were abolished, or at most an occasional ques- 
tion was set by a psychiatrist, and no cases ever shown in 
the clinical ? Would not general physicians and surgeons, 
or at least some of them, ride off in all directions on their 
hobby-horses, just as we seem to them to be doing now ? 


Teaching of Psychology 

Since St. George’s has no preclinical school, I first meet 
medical students in the introductory course to their clinical 
studies, when I am ailotted four lectures. or lecture- 
demonstrations—as opposed to the six suggested in the 
R.C.P. Report (1943). I asked a recent batch what instruc- 
tion in psychology they had received. Some had been to a 
lecture, given by a physiologist, in which this “ frogman” 
had explained (or they had gathered) that, psychologically, 
life was a tripod composed of a trinity of basic drives— 
fornication, flight, and fight—that appeared later with 
various veneers and disguises which should not mislead them 
as to what they really were. Other students, from Cam- 
bridge, told me that optional lectures on psychology had 
been available, which they had heard were quite interest- 
ing, but which, with the tripos looming, they had not 
attended. 

It would of course be a profound mistake to suppose that 
these medical students, or others elsewhere, start their 
clinical studies with either no knowledge or preconceptions 
or with a smattering of the balderdash just outlined (the 
unhappy natural child, surely, of an illicit connexion be- 
tween Cannon and Freud). On the contrary, they start their 
clinical studies with the common misconceptions on psycho- 
logy and psychiatry shown by the ordinary man in the 
street, reinforced by a specially difficult twist, from the point 
of view of teaching psychiatry, given to them by their 
medical education. At least, I think this may be the reason 
why so many medical men are more antagonistic to 
psychiatry than the educated layman. 


Problems and Misconceptions 


I think some of the common problems and misconcep- 
tions in dealing with psychiatry are: 


(1) Language difficulties: psychiatry must either use technical 
terms which are more or less unintelligible to the layman, or 
common and familiar words in a special and hence potentially 
misleading sense. The word “ depression” is a good example 
of the latter, so that to say that a patient is suffering from 
depression is to ask for the wisecracking response: ‘“ Don’t 
we all?” 

(2) The notion that the critérion of disease is a structural 
morbid change, and that unless this can be demonstrated the 
patient cannot be sick. 

(3) The fallacy of the single cause, course, and cure, and the 
idea that with increasing knowledge all disease will turn out to 
be essentially similar in pattern to such a disease as diphtheria. 

(4) The notion (this view tends to be held by the more 
sophisticated, and many medical students start and remain as 
primitive materialists) that when some physical illness or lesion 
is lacking, “ the cause” is to be sought and found in a psycho- 
logical lesion, called a repressed complex—a sort of mental 
abscess which “is at the bottom of it all.””. When lanced, this 


SL 


mental abscess produces laudable pus in the form of an emotional 
discharge. 

(5) The notion that illness implies irresponsibility and that you 
are either ill and irresponsible or not ill and responsible (the 
criteria of illness have been given above). 

(6) The notion that mental illness is basically due to an attempr 
to escape from difficulty and to rat on life’s obligations. 

(7) The notion that mental jllness is thought by psychiatrists 
to be due to “ repression *’ and that by repression we mean discj- 
pline and self-discipline; hence the idea that psychiatrists hold 
it best to spare the rod and spoil the child. 

(8) The notion that psychiatrists believe everybody is abnormal, 
in the sense of being sick. 

(9) The notion that all psychiatrists are psycho-analysts or 
adherents of some not too distantly related psychopathological 
school. 

(10) The notion that psychiatric treatment and psycho-analysis 
are synonymous or should be. 


The special reinforcement or twist given to medical 
students in their preclinical studies lies, [ think, in the 
induction of a frequently ineradicable dualistic approach to 
the problems of mind and body, often combined with a 
quite vivid psychophobia, Students have received much of 
their preclinical training ¢ither in mugging up things they 
can see and feel, as in anatomy, or in studying the experi- 
mental science of physiology. It has been pointed out that 
the essential requirement for the method of experimental 
science is that the conditions of an experiment should be as 
nearly capable of complete specification as possible. In 
particular, the effect of mind or emotion is excluded or 
reduced to a minimum. Thus, students get the idea that to 
let mind or emotion intrude is basically unscientific. It is 
no use pointing out that the practice of medicine is not the 
application of an exact science, or to quote Adolf Meyer's 
dictum that a fact is anything that can be a factor. I think 
most medical students feel there must be some catch in this 
last remark, even though they cannot put their finger on 
the fallacy. 

I do not think that the problems and misconceptions con- 
cerning psychiatry I have listed—and there are many more 
—are normally much reduced by work in the wards, sup- 
plemented as this is by the emphasis on pathology. The 
result is that patients are assessed far too much by patho- 
logical criteria. Personal and social factors tend to be 
neglected ; the vast difference between pathology and per- 
formance is not emphasized as it should be ; and the student 
is almost encouraged to take a cross-sectional view of the 
patient, with too little attention to his life before admission 
to hospital or what it may be after discharge. 

These dangers of medical education are well recognized, 
and frequent mention of them is made by, for example, 
elder medical statesmen in those annual addresses when they 
emphasize that the patient must be regarded as an individual 
and considered as a whole in his social setting, and not 
merely as the possessor of a diseased organ, and so on. 
That these exhortations are not always effective we all 
know. In this connexion I remember, with cattish pleasure, 
a man who had eked out his living as a good examination 
case, since he combined in his one person a spermatocele, 
an ulnar lesion, and a large ventral hernia ; but he told me 
that in his very wide experience of examiners and candidates 
he had never once been asked why he left his last job as 
a Government messenger. This was because he had the 
delusion that he stank. (Psychiatrically he was probably 
a case of chronic anomalous depression, and he was symp- 
tomatically benefited by a leucotomy. And then a surgeon 
wanted to operate on his spermatocele, which caused him 
no inconvenience and had market value ; but this is by the 
way.) . 


Psychological and Social Aspects of Disease 


The increasing recognition of the psychological and social 
aspects of disease can also be seen in the growth of “ social 
medicine *"—though what exactly the central subject matter 
for this study may be I have never learnt. 
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There are those who believe, or who seem to believe, 
that the major contribution psychiatry can make to medical 
education lies in the better orientation of medical students 
to the psychological and social problems involved in all 
ilIness. That this has been too much neglected in the past 
and is often too much neglected to-day is common ground. 
But surely the question is not whether this job should be 
done but who should do it. I believe that psychiatrists 
could not and should not try to make anything more than 
an indirect, although I would hope a valuable, contribution 
to this task. 

First, we would not have the time. Second, we would 
not and could not have the special knowledge of the whole 
range of disease that is necessary in order to give the best 
advice and plan the best management of individual cases. 
The handling of sick people involves a special knowledge of 
the disease, as well as of the individual ; the two cannot 
be separated ; and to advocate their separation, so that the 
mental side should be dealt with by one and the physical 
side by another, is surely to advocate specialization of the 
most pernicious kind and to reinforce the undesirable 
dualism already mentioned. 

As Penman (1954) has said in his interesting study of 
trigeminal neuralgia: “ Some ability to detect and treat psy- 
chiatric disturbances is necessary for all clinicians, and 
especially for one who relieves chronic pain ; and indeed it 
would be slightly absurd for him to specialize in a pain 
but not in the common mental effects of relieving it.” Can 
many psychiatrists really claim that they have much ex- 
perience of what these common mental effects are? How 
many cases of trigeminal neuralgia have they seen? And 
does not the same principle apply to many other physical 
illnesses ? 

In brief, the art of handling patients should be taught by 
those who are familiar with the condition from which the 
patient is suffering. It is only with long familiarity and 
experience that one is better acquainted with the possible 
complications and snags involved in different diseases. The 
recognition and assessment of the psychological and social 
aspects of disease should be regarded as an essential part 
of medicine and not as a special branch of it—namely, 
psychiatry. General medicine is best taught by general phy- 
sicians on patients suffering from general medical conditions, 
and, similarly, psychiatry is best taught by psychiatrists on 
patients suffering from psychiatric conditions. Personally, 
I believe that the importance of the psychological and 
social aspects of disease can best be brought home by 
us to medical students when teaching on psychiatric 
patients. 

Let us by all means do our best to co-operate in the 
solution of general medical and surgical problems when we 
are asked, but surely the last thing we, as psychiatrists, want 
to suggest is that the ordinary handling of the ordinary 
patient is a highly specialized job which really could best 
be done by a psychiatric specialist. To claim any monopoly 
on the psychological and social problems involved in 
disease is silly and presumptuous and quite impracticable, 
and even if it were practicable it would be harmful as 
tending to divorce mind and body. In these matters we 
have little right to be condescending and complacent, and 
condescension and complacency are not agreeable attitudes. 

‘ 


Psychosomatic Medicine 


I think the less I say about psychosomatic medicine the 
better. All sick people are always necessarily psycho- 
somatic problems, but if the concept of psychosomatic 
medicine is restricted, as it often seems to be, to chronic 
diseases of unknown aetiology—ulcerative colitis, eczema, 
rheumatoid arthritis, and so on—I am far from convinced 
that they should be regarded as lying essentially in the 
domain of psychiatry or that we have much to offer thera- 
peutically ; although, of course, sustained interest normally 
pays a dividend in any chronic illness. 


I have just said that psychiatry is best taught by psychia- 
trists on patients suffering from psychiatric conditions. This 
has, I think, the corollary that psychiatry is not best taught 
by those who are not psychiatrists on patients who are 
not suffering from psychiatric conditions. I make this point 


to combat the view which has powerful adherents, but 


which I am sure is fallacious—namely, that with the excep- 
tion of what seems to be thought by some to be the yery 
small problem of psychotics or lunatics, the psychiatry that 
the student wants to know is the recognition of the psy- 
chological and social aspects of physical disease, that this 
is best taught by general physicians and surgeons, and that 
the place of the psychiatrist who emerges from his mental 
hospital is in the elucidation of particularly sticky and diffi- 
cult psychosomatic problems. This view omits the very 
large number of patients who are primarily psychiatric 
problems and who are not acutely psychotic. In other 
words, psychiatry is a very large branch of medicine in its 
own right, and to deal with these patients adequately, and 
to teach medical students adequately, it is essential for all 
teaching hospitals to have a large psychiatric out-patient 
department backed up by in-patient beds. 

It is most important to remove from the minds of students 
and doctors the current impression that psychiatric illness 
is a thing apart and that if diagnosed, and if in-patient treat- 
ment is necessary, then removal to a mental hospital is 
required. The proper integration of psychiatry with the 
rest of medicine can be achieved only by the provision of 
an in-patient unit side by side with those devoted to other 
branches, and this in-patient unit should, I think, have a 
special linkage with the departments of neurology and neuro- 
surgery owing to the natural affinity of the three subjects. 


The Curriculum Question 


Now that I have touched on the facilities that are neces- 
sary,.what curriculum should be proposed? If I were a 
dictator I just would not know what to ordain. for the pre- 
clinical period, I am tolerably sure that a short course of 
lectures on mental mechanisms or the dynamic unconscious 
and the like is harmful in so far as it is not useless, since 
I believe instruction of this type just tends to reinforce 
what I have called here the mental abscess or naive repressed 
complex view of psychiatric aetiology. I am also sure 
that at no time in his training should the medical student 
be given grounds to suppose that psychology and psycho- 
pathology bear the same relationship to psychiatry as phy- 
siology and pathology are sometimes claimed to bear to 
medicine. The analogy is false and the dualistic implication 
unacceptable. 

I would advocate some attempt to modify some of the 
misconceptions already put forward, for I believe that these 
misconceptions, far more than any ignorance of psychology, 
make the teaching of psychiatry difficult. If, for example, 
students could be told during their physiological studies of 
Graham’s experiments, quoted in Harold Wolff's (1953) 
stimulating book Stress and Disease—which, as you will 
remember, showed very clearly how the state of mind of 
an individual can alter his capillary reactions both to the 
threat of trauma and to trauma itself in a way that can be 
precisely recorded—this might leave a valuable impression, 
so that in later life medical students might be less inclined 
to dismiss the mental as unscientific. I think, however, that 
students should be warned, if they do read the book, that 
a somatic reaction which may be biologically purposive, as 
diarrhoea can be, need not be supposed also to be symboli- 
cally and personally purposive—for example, as expressing 
the need to get .rid of something on the patient’s mind. 

I think, too, there might be a case for a critical exposition 
or exposé of the “mechanistic mythology” embodied in 
the Freudian heresy, this mainly for its educational and 
cultural value. Any doctor looks rather an ass if he knows 
nothing of Freud’s teaching, so this might have practical 
value too. 
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The recommendations made in the R.C.P. report, in 
which twelve to twenty lectures are proposed, have their 
points, or.so the members of the committee, of which I 
was one, thought. It was also put forward in this report 
that the content of the lectures could not be rigidly defined. 
With no syllabus there can be no examination, and I can 
only repeat that without an examination few students would 
bother much about lectures on psychology. 

I am not one of those who subscribe to what the late 
Professor Mapother called the comfortable doctrine that 
we all mean the same thing really, or that real wisdom 
should be garnished with wool. What we teach and what 
we think worth teaching during the clinical period must 
depend upon our approach. Andrew Marvell was wrong 
about psychiatrists, for “when hot for certainties in this 
our life,”, some psychiatric souls do not get a dusty answer, 
but acquire a vivid faith and become convinced of the 
validity of what they regard as basic psychological prin- 
ciples and truths. Hence the various schools of psycho- 
pathology with a psycho-analytic bias. Dynamic under- 
standing replaces diagnosis, and any diagnosis is regarded 
as an old-fashioned relic from the past. Something 
like this seems to be widespread in the U.S.A., if not in 
Canada. 7 

According to where your bias lies, you will lay more 
emphasis upon the unconscious and childhood development, 
or upon the recognition of psychiatric syndromes (without, 
I hope, disregarding the individual settings in which these 
occur). As regards treatment, too, you may tend to indicate 
the essential value of an analytic approach or you will not. 
I believe that many doctors preserve “an inordinate ex- 
pectation” and have got the idea that, ideally, psycho- 
analysis is the method of choice. But, as Glover (1954) 
has written: “No accurate records of after-histories of 
psycho-analytic treatment exist; such rough figures as can 
be obtained do not suggest that psycho-analysis is notably 
more successful than other forms of therapy; and, in any 
case, none of the figures is corrected for spontaneous re- 
mission or resolution of symptoms.” The therapeutic limit- 
ations implicit in this statement do not, however, seem to 
act as a deterrent to some of our colleagues, and one is 
reminded of Wilfred Trotter's dictum that so long as the 
practitioner proceeds secundum artem he is not likely to 
be greatly disturbed by a mere lack of success. Should we 
not tell our students (with Glover’s backing) the truth about 
the therapeutic value of psycho-analysis ? 


Personal Methods 


What I try to teach medical students must seem to many 
very humdrum stuff. I shall not try to summarize it for 
you, for that would take a book—as indeed it did (Curran 
and Partridge, 1955). Lectures and lecture-demonstrations 
make distressingly little impression, or at least mine do, as 
is brought home to me when students first start presenting 
cases they have taken in out-patients in their final year. 
Many of the old problems remain. If, for example, a 
student is confronted with a case of depression and this 
seems understandable, he finds it hard to believe that the 
patient can be really sick. If it is not readily understand- 
able, and there are not obvious physical causes, the student 
is likely to plump for an inferiority complex. Recently a 
Jamaican girl told me in the out-patient department that she 
had always been unhappy and frustrated, and felt even more 
so since her boy friend would not marry her; adding, “I 
think way back and deep down there is something that must 
be rooted out.” 

I think many besides students share my Jamaican girl's 
belief (to swop metaphors) in the buried treasure theory 
that would endow the patient with untold riches if only it 
could be found. Of course the danger of teaching medical 
students psychological theories of universal application is to 
instil the belief that some special chart must be followed to 
find the treasure trove; after a long, difficult, and expensive 
voyage which only the possessor of a master’s ticket, granted 
by the analytic master mariners, can navigate. This has 


ar 


the risk of inducing students to be unduly pessimistic re. 
garding what they can do. On the whole I find many 
students learn to take excellent psychiatric histories quite 
quickly, and to get an increasingly shrewd idea of what 
is and what is not feasible concerning treatment. 

It is surely very important indeed for students to be able 
to recognize the main psychiatric syndromes, such ag de- 
pression and dementia, and how to spot the dullard. Per. 
haps I may be permitted to give an obvious illustration of 
this and of the co-operation we can give in the solution of 
some social problems. In judging whether a man is fit for 
work or not the student needs instruction—and, | think, 
more instruction than he gets at present—on the average 
time the average man is off work for common illnesses and 
ailments, When a man claims to be unfit for work beyond 
the time that normally would be expected, it is important 
to look for the symptoms of a more definite psychiatric 
syndrome, such as depression—one of the commonest and 
most frequently missed psychiatric conditions—and to know 
what symptoms to look for, before deciding whether there 
is any medical reason why he should not go back to work. 

The authorities at St. George’s allot a fair amount of 
time to psychiatry, but, as indicated previously, I think 
students learn far more by taking cases themselves than 
from anything else. I have been unable, so far, to per- 
suade our authorities to let our students do clinical clerking 
in psychiatry until near the end of their course. But I am 
glad to say that our Academic Board has now passed that 
all our students should spend a month “living in™ in the 
neuro-psychiatric unit of St. George’s at the Atkinson 
Morley Hospital, the whole of this time to be divided be- 
tween work in our psychiatric department and the neuro- 
logical and neurosurgical departments on the floor below, 
I believe this represents a real advance; for our students 
are now able to see for themselves, at least for a time, the 
problems of management and the effects of treatment on 
in-patients which they should get to know reasonably well. 
I am particularly glad to see this association with neurology 
and neurosurgery. 


Summary 


Examinations are the only effective way to make the 
average student take a subject seriously, and until com- 
pulsory examinations in psychiatry are instituted I do 
not think it is likely that psychiatry will take the place 
it should in the medical curriculum or in the estimation 
of medical students and doctors. 

Difficulties in teaching psychiatry are far less due to an 
ignorance of psychology than to the common miscon- 
ceptions concerning psychiatry that medical students 
share with the man in the street, and perhaps, and even 
probably, in an intensified form owing to their medical 
education. ; 

The recognition of the psychological and social aspects 
of disease is not psychiatry but an essential part of medi- 
cine, and not only should be but must be taught by 
general physicians and surgeons. 

Psychiatry, on the other hand, is best taught by 
psychiatrists on patients suffering from psychiatric com 
ditions ; and, further, as I believe, is best taught by the 
traditional system of appreriticeship in both the out- 
patient and the in-patient department, in just the same 
way as other branches of medicine are taught. 
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WHY PSYCHIATRY ?* 
BY 


Sir DAVID HENDERSON, M.D., F.R.C.P. 
F.R.C.P.Ed. 
Professor Emeritus of Psychiatry, University of Edinburgh 


The question I have posed as the subject-matter of this 


address is, I believe, of fundamental importance to any-- 


one contemplating a medical career, whether as general 
practitioner or as specialist. The psychiatric field is one 
of infinite possibilities. A vast number of problems 
urgently demand solution, and in the clinical, academic, 
and research spheres, whether at home, abroad, or in 
the Services, abundant opportunities arise for all who 
may feel attracted into such work. It has been stated 
frequently, and I think with truth, that psychiatry con- 
stitutes the other half of medicine, and yet, sad to relate, 
it continues to occupy a comparatively minor part of 
the medical curriculum. That should be remedied. It 
will be as soon as the doctors of the future and the 
medical faculties of our universities recognize that a 
new orientation requires to be effected. I say this 
because there seems to be a distinct danger of medical 
work degenerating into a job of work—prescription and 
certificate writing—rather than a calling, a dedication to 
the service of others, wherein lies something which makes 
an inspiring appeal to heart, soul, and medical skill. 

In order to convey some idea of this field of work, 
and to justify the statement that psychiatry constitutes 
the other half of medicine, allow me to mention a few 
facts. Of every 100 children born, 8 will have a nervous 
breakdown and 3 will spend some part of their lives in 
a mental hospital. On January 1, 1950, there were 
272,540 persons mentally ill or defective, compared with 
230,299 occupied beds in hospital for all other disease 
put together. The economic burden as represented by 
such figures is enormous, but the amount of suffering to 
the individual and his family is something which defies 
definition. Here is an opportunity for preventive medi- 
cine so that countless sufferers may benefit, and great 
pleasure and satisfaction can be derived from one’s work. 
A far better health organization can be built up than 
has ever existed. But as prerequisites there must be a 
comprehensive undergraduate education and an oppor- 
tunity to have had a good look round, to survey the 
position carefully before making a final decision on 
one’s future career. To a certain extent, at least, this 
latter proviso is secured now that a year’s work in 
general or special hospitals is obligatory before registra- 
tion can be effected. 


A New Point of View 


There are some students, the precocious ones no doubt, 
who from their schooldays have decided to devote them- 
selves to a particular type of medical career, and plan their 
experience accordingly. They feel they have a special bent, 
or flair, or urge in one direction. These, perhaps, are the 
fortunate ones. Others may take much longer to decide, 
and may be influenced by chance or luck, or by association 
with someone who is regarded as a great example. It has 
been my experience as a teacher of psychiatry that great 
numbers of students have found that psychiatry opened up 
a New point of view, ‘a different type of medical work; it 
brought them intimately into association with the patients 
themselves, with patients as individuals, rather than their 





*A lecture delivered under the auspices of the British Medical 
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diseases, thus constituting a really vital interest. They began 
to realize that it was not enough to. study physical diseases 
as such, but that the personality and character’: and 
emotional level of those who were suffering also demanded 
investigation. It is that wider appreciation of their medical 
responsibilities which will enable them to treat their patients 
more successfully. Such a technique, the understanding of 
man in relation to his disease, makes it implicit that the 
interrelationship of mind on body and body on mind must 
be paramount.; That, however, is not a matter which can be 
determined in a minute, it has to be carefully weighed and 
evaluated, and may take a longer time than is compatible 
with certain natures. ; 

During their training most students feel that their mission 
is to cure physical illness, to relieve suffering quickly, and 
to see an immediate response to the powerful remedies which 
they now have at their command. That is what actually 
happens. The spectacular and often dramatic results that 
follow the administration of penicillin and other antibiotics, 
or the marvels of chest, heart, and brain surgery, is work 
which appeals to practically everyone. And such results are 
only the precursors of future clinical and experimental 
research which will lead to marvels of healing which we can 
but dimly visualize. It is not surprising, therefore, that 
medicine and surgery, in general, should be dominated by 
the essentially objective mechanistic approach, which has so 
much to offer. 

But not all the answer is there. We still have to under- 
stand the art of living, the ability to adapt harmoniously to 
the sphere in which we are placed, and how we may effect 
a better total integration leading to efficiency. That is the 
reason I have the temerity to ask the question “ Why,” or, 
perhaps better, “Why not psychiatry?” I cannot hope to 
stir your hearts and minds as responsively as the physician 
or surgeon might do. I cannot promise quick and dramatic 
results. I can only offer “blood and sweat and tears” 
and long periods of painstaking work which eventually may 
bring its due reward. But there is a wide vista in front of 
you. Before entering into psychiatry ask yourself these or 
similar questions : Is it worth while ? Is it sufficiently satis- 
fying? Am I likely to be happy in it ? 


The Science of Man 


Personally, I have never regretted my choice. I have 
found psychiatry to be an absorbing, fascinating subject 
which during the past fifty years has evolved into an 
orderly body of knowledge that can be specifically applied. 
It involves the study of constitutional and environmental 
phenomena leading to an ability to reach an understanding 
of personality and character by means of a study of the 
individual’s psycho-biological reactions. Psychiatry deals 
with man himself, It is the science of man ; the most back- 
ward, the most difficult, but potentially the most fruitful of 
all the sciences. It requires people endowed with a con- 
templative, philosophical outlook. But that, after all, is the 
brightest and highest characteristic of man; a thinking 
person, one who can take stock and be hopeful of finding 
an adequate solution to almost any tangle. To be optimistic 
without being too naive about it. Have you such qualifica- 
tions ? Have you inquiring, questing minds? Minds that 
are unwilling just to accept everything at its face value but 
are happier when they are seeking for causes, asking ques- 
tions, and above all analysing the interplay of the somatic 
and psychic reactions. If you feel that you have those 
greater interests, if the study of the speculative, subjective, 
emotional, and instinctive appeals to you, then I would sug- 
gest that you might find in psychiatry that branch of medical 
work which will give you entire satisfaction. 

Let me hasten to add that psychiatry is not necessarily a 
subject for the specialist alone. It is much more nearly 
allied to general practice than any other branch of medical 
work is. Much of surgery, of ophthalmology, of radiology, 
and other specialties are essentially postgraduate disciplines 
and are not especially important in general practice, but 
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psychological medicine is part and parcel of the vast majority 
of all clinical states which present themselves. I have been 
so sure of this that in teaching psychiatry it has always been 
my main ‘object to present it in such a way that it might 
be used by the general practitioner, day in and day out, 
in the course of his ordinary duties. All good general prac- 
titioners will give me their support. They know that their 
success in practice is dependent on their ability to under- 
stand and sense out the psychological background, whether 
centring in domestic disharmonies or more jndividual per- 
sonal problems. 

This sort of psychiatry which I am trying to outline, the 
psychiatry which deals with the:interpretation and under- 
standing of the facts of everyday life as led by ordinary 
people, is very different from the psychiatry which was 
bounded by the high walls of the mental hospital, That 
indeed was an intramural age, when the psychiatrist was 
regarded as just another “ mad doctor” who was not in very 
close touch with his colleagues. At that time body and 
mind lived in watertight compartments, and the influence of 
one on the other was sensed by only a few thoughtful physi- 
cians. Now the relationship is so close that we have what 
we call psychosomatic medicine—an awkward-sounding 
combination, but one which serves to stress the interlock- 
ing and transformation of emotional forces into physical 
symptoms. 

I believe, therefore, that the doctor of the future should, 
in addition to his knowledge of the physical and objective 
side, be familiar with the more intangible personal, subjec- 
tive aspects which are closely bound up with social, domestic, 
marital, and economic problems. It is for that reason that 
I have welcomed this opportunity of outlining how psychi- 
atry may be advanced, how it may be more freely and 
expertly practised, and how the mental health organization 
may be more closely co-ordinated with its sister branches, 
especially in general practice. 


Mental Examination 


In his student days the undergraduate should become 
familiar with the methods of conducting a mental examin- 
ation. This is as important as to know how to percuss and 
auscultate a chest. He may not understand the significance 
of all the sounds he elicits, but at least he will be accumu- 
lating data which his experience will teach him to apply. 
So it is with a mental examination. This can be effected 
quickly in an orderly manner so that the state of emotional 
tension, the content of thought, the intellectual faculties, 
and the degree of judgment and insight can be approxi- 
mately evaluated. All this information is then correlated 
with a detailed chronological history, a life study, which 
pin-points what happened in infancy, in school-days, in work, 
in marriage, and in domestic relationships. It may seem a 
formidable programme, but it is not nearly so complicated 
as it sounds, and it ensures a complete and thorough exam- 
ination. It is a great saver of time in the long run. 

One of the important things to remember is that you must 
not be afraid to ask questions. Tact, of course, is required ; 
nothing must be said or done which will antagonize the 
patient, but there is nothing a person likes better, whether 
he be sick or well, than to talk about himself. This sort of 
approach establishes a rapport; the patient realizes that 
the doctor is interested, that he is a good listener, and that 
he can be trusted. I know that all this is so, because so 

‘many patients have said to me—“ It is a great relief to talk 
about the intimate details of my personal life, but the other 
doctors I have consulted did not seem to regard it as impor- 
tant.” Let me be a shade more explicit. We must be quite 
clear regarding the family relationships, the difficulties en- 
countered by the only child, the problems which may have 
arisen in relation to sexual development, schooling, the 
choice of a career, the advisability of marriage. These are 
some of the matters which arise in the practice of every 
family doctor, and yet very often he-does not feel that he 
has the knowledge or understanding, or even that it is his 
business, to deal with them. It is my conviction, on the 


— 
contrary, that it is the wise family doctor, the trusted medica] 
adviser, who is pre-eminently suited, by his knowledge of 
the family circumstances, to guide and protect the respec. 
tive members of the family in their development. If he 


experiences any particular or special difficulties then he . 


should call the psychiatrist into consultation early rather 
than late. Unfortunately this is not the usual practice. 
Many doctors hesitate to advise psychiatric consultations 
because they fear the patient may feel insulted, and ma 
transfer his complaints to another doctor. That is much 
too narrow a view, and is seldom the case, but a change 
will not be effected until doctors meet their responsibilities 
more courageously, and with more understanding of the 
efficacy of the psychological explanation—not necessarily 
determined by psychoanalysis. 


Schooling; Choice of a Career; Marriage 

I would like now to justify the position I have taken by 
making a few comments on the above matters. 

Schooling—Very frequently, schooling is decided in a 
light-hearted and casual manner, and often with little under- 
standing of the needs of the particular child. The family 
doctor may never be brought into consultation at all; but 
provided he is, and provided he is familiar with the con- 
sequences which may be the aftermath of injudicious forcing 
or of unsatisfactory placement, he can be of infinite help in 
advising the parents and in safeguarding the child. Luckily 
the majority of children seem to fit into their educational 
niche more or less securely—at least they get through some- 
how or other—and, all round, the school system in this 
country reaches a very high standard. But it is the failures 
I am concerned with—and these come from certain schools 
only—and the steps which might or should have been taken 
to prevent catastrophes that need never have happened, 
They should be placed in an environment that is suitable 
to their requirements: not so much their limitations—that 
is too negative—but according to their available resources, 
It is really quite a difficult decision to determine whether a 
day school or a public school is going to be of the greater 
advantage. Some children do much better in the one than 
in the other—irrespective of what the family tradition may 
have been—and certainly it is my experience that the sen 
sitive ones do much better if they are allowed to develop 
quietly in the shade of the home background rather than in 
the more intense light of the public school. It is a mistake 
to try to toughen sensitive people too soon and too quickly. 
Give them time and probably they will mature satisfactorily 
enough; but a good many are slow developers, both 
emotionally and intellectually, and require to be managed 
with delicacy. It is the emotional development which we 
want to stress particularly. 

Career —The comments I have made in relation to the 
choice of school are equally applicable to the choice of a 
career. There are far too many square pegs in round holes, 
People who are ill adapted to their work are unhappy, 
and suffer from an intense state of frustration. In“many 
instances this might be avoided, and I believe that the 
family doctor’s experience might be of immense value in 
combating the serious wastage turnover which occurs: the 
tendency to flit from job to job—interest developing only 
after experience. While there are special circumstances 
which may require the knowledge and skill of the expert 
to deal with, yet the doctor in general practice, with his 
knowledge of his patient’s bodily state and nervous potenti- 
alities, might do much to assist him in choosing a career 
which would be compatible with the man’s endowment. 
Hours of work, the adequate employment of leisure, the 
amount of sleep necessary, are points which may be of 
much significance, and have to be assessed with care. The 
success of the measures I am suggesting was well demon- 
strated during the war years, when every possible effort was 
made to fit people into those forms of work which were 
most compatible with their efficiency and their aptitude. 
They prevented many a serious nervous breakdown—a con- 
dition which was all too common during the first world war. 
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Marriage—This perhaps is one of the most difficult 
adaptations of all, and I need hardly emphasize that an 
unhappy married life is a source of great anxiety which 
may reflect itself on quite a large number of people. There 
is no more potent source of mental distress and tension than 
the broken home, however it may have been caused. It may 
result in alcoholism, divorce, legal separation, incompati- 
bility of temperament leading often to cruelty and dan- 
gerous conduct, jealousy and suspicion, and many other dan- 
gerous and disordered states that might possibly have been 
prevented. My reason for airing this topic is that, in my 
experience, I have encountered many cases in which young 
people contemplating marriage, but who have had genuine 
doubts about its advisability, have been encouraged by their 
medical advisers to go ahead, with the added statement that 
it will probably do them all the good in the world. Mar- 
riage, in my view, cannot be dealt with in such an optimistic 
spirit: it is not likely to be a cure for nervous instability ; 
it does not quiet the fears of the young woman who is 
worried about her heredity and wonders whether she will 
be the means of bringing other nervous children into the 
world. On the contrary, it intensifies those fears, the possi- 
bility of pregnancy becomes a nightmare, and a childless 
and unhappy marital situation results. Advice about all 
such matters, whether by the family doctor or by a Mar- 
riage Guidance Council, is very much better and more 
successful when given before the marriage than after it has 
been contracted. 

These are some of the matters which from the preventive 


_ angle are important, and I do not think they overload the 


plate of the family doctor: they must add considerably to 
the interest of his work. 

Since writing the above comments I was interested to 
read in the Scotsman of December 30, 1954, an account of 
an investigation which is being undertaken by a social 
worker, a psychiatrist, and a statistician into the 300,000 
letters written each year to newspapers and magazines seek- 
ing advice on problems of personal relationships. The 
problems raised refer to adolescence, courtship, unmarried 
motherhood, marriage and preparation for it, children, “ in- 
laws,” separation and divorce, social isolation, and old age. 
That statement gives a good idea of the very large number 
of people who are seeking help and advice about the 
ordinary affairs of everyday life, and yet they do not seem 
to know whom to turn to. I submit that a good family 
doctor could answer their inquiries more fully and 
thoroughly than can be done by correspondence. 


Effects of Fear 


If we turn now to the more clinical aspects I would like 
to emphasize how much the general practitioner with 
psychological insight can do to alleviate and treat those 
cases of anxiety and depression which are the most frequent 
of all forms of nervous and mental disturbance. They are 
nearly always complicated by the additional problem of 
sleeplessness, which transforms night into something to be 
dreaded rather than welcomed. The root cause of all such 
states is fear—something which is present with us from the 
cradle to the grave. It pursues us throughout our lives, 
and may show itself in a multiplicity of forms. We can 
always side-track it to a certain extent, but yet we long for 
security, for protection, for a feeling that there is always 
help at hand. 

Fear has its beneficent and malignant aspects. We know, 


* for instance, how in times of stress or danger it may prove, 


physiologically, to be.a valuable self-protective mechanism 
whereby we can escape from critical situations ; while often 
the fear of public exposure and punishment may enable us 
to exercise an amount of self-discipline whereby we control 
those impulses which would result in social misdemeanours. 
But when it is constantly present, when worry and anxiety 
ate perpetual, then our fear may express itself in the pro- 
duction of physical symptoms—for example, peptic ulcer, 
palpitation, amenorrhoea, skin disorders—none of which 


can be cured by physician or surgeon until the cause of the 
fear has been elucidated. This is all very familiar, but to 
none more so than many of the great writers and essayists 
such as Darwin, Mosso, W. H. Hudson, Conrad, George 
Moore, Victor Hugo, and Montaigne. All of them recog- 
nized the power that fear had in dominating not only the 
actions but the thoughts of everyone. 

Lord Frederick Hamilton, in his autobiography entitled 
Days Before Yesterday, put it quite simply and graphically 
when he recalled the terrors he had experienced from the 
age of 6, when he made his way “ nightly down the passage 
of many terrors which lay from the nursery to the other 
part of the house where the grown-ups lived.” A young 
man who had been referred to me because of his anxious- 
minded state informed me from what a simple thing it had 
arisen. He had been playing in a Rugby match, and a friend 
who had been watching the game shouted out, “Oh, so- 
and-so is nothing but a funk ; he’s afraid to tackle his man.” 
That remark entered the boy’s mind; it destroyed his con- 
fidence in himself, it acted as a minute splinter in his flesh 
until many years later when he summoned up courage to 
speak about it. That is not an uncommon occurrence, and 
can be duplicated in the autobiographies of many famous 
men, and in the life stories of men I have known who have 
been decorated for their bravery, and whom I have been 
privileged to help: people who have feared they might be 
cowards, people who have frequently had to prove them- 
selves to themselves by going to an extreme limit of over- 
compensation amounting to exhibitionism. No one ever 
expressed the position better than a young lady who had 
suffered much and who embodied some of her feelings in 
the following letter which she wrote to me: 

“I think I understand things in general, as the important point 
is instead of letting the bats in my belfry loose when they wished 
to fly around I have firmly locked them in. Now I am to let them 
out; I can’t say I like the idea, but I will try. After all, I didn’t 
like having some teeth stopped, but I always had to go through 
with it. I wish you had not disturbed so many bats all at once, 
especially the ones that have grown beards. I see now why I 
cannot sleep, and why you liken the process to the surgeon and 
the wound which must have the pus taken out of it before it heals, 
and it is bound to hurt in the process. Please will you take 
care of all those bats and some day, if you have time, will you 
discuss them. The very biggest and the oldest is fear; he is as 
old as I am, he niggles by day and rules by night and his family 
is numerous. I will never slay him by myself and I am sure he 
must be very septic and nasty. I have had to go to such lengths as . 
a child to hide my fears, and I hide them now, but they are all 
there. When I lay so helplessly ill and was regaining my conscious- | 
ness all my dreams were of fears I had suffered and hidden as I 
had carried on with whatever had to be done. I talked to no one . 
of them, and even now I have the awful fear that you might think 
I was mad. I always think that all the bats spring from this 
root, fear. Fear of an anaesthetic, of suicide, of doctors, parents, 
certain teachers, dreams. The suicide fear has a root all its 
own.” 

That extract gives a vivid picture of the torment which 
so many children and adults suffer from, and it is easy under 
these circumstances to realize how difficult it must be not 
only to concentrate on one’s particular job but even to lead 
one’s life at a reasonable level. But perhaps the most dis- 
turbing feature is the feeling or fear of impending loss of 
contro] leading to actions foreign to the person’s disposition. 
Under such circumstances it is understandable that the 
suicidal act may be the final touch. 


Sleeplessness 


Furthermore, you will appreciate why sleeplessness should 
be closely linked with such a troubled state. Their minds 
are filled with morbid thoughts, thoughts which seem to 
free-wheel, a kind of mental whirlpool which never seems 
to reach a stage of peace and quietude. To produce sleep 
mechanically by means of drugs when such states of 
anguish exist is almost impossible. Some patients fre- 
quently say, “If I could ohly be put to sleep for a fortnight 
I should then be better,” but even when continuous narcosis 
is used I have never found it to act satisfactorily in such 
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cases. It is, 1 believe, essential in the first place to give the 
person some understanding of how and why their insomnia 
is present, and to explain that insomnia or sleeplessness is 
closely identified with the idea of death and the fear of the 
unknown. Sleep is the symbol of death, and many of these 
patients I refer to, while they long for sleep, are yet afraid 
to sleep because they cannot sink back into a state of uncon- 
sciousness -owing to this fundamental fear. It is the anti- 
cipation of sleeplessness which produces it. The same 
situation is evident, for instance, in those who fear an 
anaesthetic, and many anaesthetists will tell you how certain 
people are very difficult to anaesthetize and some even 
refuse general anaesthesia because of this underlying fear. 
Although they long for sleep, subconsciously they fight it ; 
they may be on the point of falling over when they will 
suddenly awake with a start, or they may go to sleep for a 
short time, in the early part of the night, but they waken 
suddenly and are unable to get to. sleep again. 


Antidotes to Fear 


These matters I believe are of very great practical impor- 
tance and indicate the necessity for general practitioners 
who are dealing with them to understand more than the 
prescribing of a hypnotic. The essential thing is to have an 
appreciation of the psychological mechanisms which are 
causing so much havoc and to be able to keep alive faith 
and hope, which are the only real antidotes to fear. A good 
deal can be done by education, discipline, example, the incul- 
cation of the spirit’ which inspired the soldiers of the 
Birkenhead when they stood at atténtion while the ship 
foundered in a shark-infested sea. That is what is meant by 
morale, which was described by Dr. Edward Glover, in a 
book entitled Fear and Courage, as our most important 
secret weapon. I have put this matter into the forefront 
because I can use it more or less as a text on which to 
emphasize the wide sphere which a doctor with psycho- 
logical insight can not merely interest himself in but become 
absorbed in. The concomitants of fear are of serious 
import and require equal if not even more consideration 
than the sex problems and difficulties which have been sup- 
posed to be at the root of so many types of nervous and 
mental disturbances. A good deal more could be left to 
natural development and bringing-up than to the type of 
instruction which is purveyed in books, in school, and even 
over the wireless : certain types of health talk are apt to be 
* very much more disturbing than helpful. 


Helping the Patient 


A point of some practical importance is to prevent the 
patient from feeling that he must take the full responsibility, 
for helping himself. While he should be informed that his 
co-operation is essential and that he must contribute from 
25 to 50% in helping himself to get well, yet he should 
always be assured that the doctor can help and is willing 
to keep in touch with him. Doctors are sensitive about this ; 
many feel, in dealing with nervous patients, that they are not 
contributing anything, that their visits are of no value, and 
in consequence they lack confidence in their ability. That 
is, I believe, always a very serious fault, because the mere 
fact that the doctor keeps in touch, even although his visits 
are of short duration, brings an assurance and a confidence 
that may be of more value than anything else. The art of 
medicine consists largely in the personal interest and kind- 
ness and enthusiasm brought to bear, and these may help 
more than anything else. While we need the co-operation 
of the patient, it is equally essential to enlist the entire co- 
operation of the relatives. The more they can be kept in the 
picture and the more they can be given understanding of 
how they may assist, the greater the encouragement and 
the quicker the result. 


A Rich Fare 


If the’ fly I have cast has attracted your notice you might 
even have gobbled it up and have hooked yourself to 


a 


psychiatry as a Specialist. If you have done so, then a rich 
fare awaits you, and you may partake in the academic, 
research, and clinical field or in a mixture of all three of 
them. 

Schools of psychiatry, as I have said before, should 
cecupy a much more prominent place in the medical cupri- 
culum. A chair of psychiatry should be ‘established jn 
every university centre, and a professional examination jn 
psychiatry should constitute part of the final ‘examination 
in medicine. A student should be as adequately trained jn 
psychological as in physiological principles. Nor would | 
confine the study of psychiatric principles to the clinica} 
years only ; they require to be inculcated early, and should 
seep through the whole of one’s medical training. I believe 
that every large general teaching hospital should reserve 
from 5 to 10% of its beds for psychiatric cases, and that 
psychiatric units with adequate out-patient departments and 
with facilities for research should be part of the general 
hospital organization. This is not a visionary arrangement, 
because to a considerable extent it is already in being in 
the United States, in Germany, and in Scandinavia. 

From the teaching angle there is a considerable body of 
opinion opposed to the instruction of students through the 
medium of the systematic lecture. Many prefer study 
groups in the form of seminars. There is much to be said 
in favour of such a plan, but in our Scottish universities, 
where we require to instruct classes of 150-180 students, 
such a method is impossible, practically and economically. 
There is much to be said in favour of systematic lectures, 
They orientate a student quickly in the history of his sub- 
ject, they can give him perspective, and they can illustrate 
the teacher’s own experience gained from his close associa- 
tion with the general practitioner. That is why I am 
inclined to favour part-time rather than full-time professor- 
ships where the clinical problems are dealt with in the some- 
what artificial miliei of a hospital organization. Further- 
more, when we make full use of the out-patient departments 
we have the finest opportunity for clinical teaching. There 
we get a good cross-section of the medico-social problems 
which occur in general practice; we can demonstrate 
methods of examination ; we can elicit the salient features 
which may require further investigation and treatrnent under 
more private and specialized conditions. My experience has 
been that patients co-operate well in such out-patient 
work ; the atmosphere of the clinic may at times become 
almost electrified, and the fact that so many students 
assembled together are seriously interested supports the 
patient’s pride and sense of prestige, and thus assists in 
his treatment. 

Any research unit must be co-ordinated with both the 
academic and the clinical sides. The answer we are seeking 
may not be found in the test-tube or the laboratory (bio- 
chemical, neuropathological, or psychological) but in the 
study of man himself in his social relationships. This, how- 
ever, is only a surmise which constitutes problems to be 
solved. That was brought forcibly before us at a Con- 
ference on Mental Health held at Oxford in 1952. There 
were gathered together neuro-anatomists, pharmacologists, 
psychiatrists, biochemists, professors of sociology, psycho- 
analysts, animal behaviourists, physiologists, and endocrin- 
ologists, who for two days discussed “* what ignorances prin- 
cipally hamper our understanding of mental illness.” There 
were plenty, I can assure you. It is our aim to eliminate 
those ignorances, to develop a knowledge which can be 
applied so that our thoughts and conduct can be sublimated 
into better and higher channels. We can learn much from 
the co-ordination of psychological, physiological, and 
anthropological research through, for instance, electro- 
encephalography, which has already given us so much in- 
formation of brain functioning ; through the improvement 
in technique in what is called psycho-surgery ; through the 
personality studies postulated by Sheldon, as now being 
actively pursued at the Warneford Hospital, Oxford; and 
by the pharmacological studies of Elkes in Birmingham. 
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These are all spheres in which the clinician and the research 
worker must be in the closest harmony. 

While there are many specialists who may be attracted 
jnto the essentially scientific aspects of research, there are 
many others who find their satisfaction in working clini- 
cally in some particular field. I might mention, for instance, 
psychiatry in relation to eugenics—a grossly neglected sub- 
ject, but one which is fundamental. I know there are those 
who blatantly exclaim, “ Heredity is bunk”; but those of 
ys who have experience, who:see family groups involved 
seriously from generation to generation, or who have been 
impressed by the significance of similar twin studies, or of 
the spread of various forms of mental deficiency or of con- 
ditions characterized by organic brain disease—for example, 
Huntington’s chorea—cannot take such a facile attitude. It 
js dangerous to accept all such states as a sort of fait, 
accompli, but rather must we do everything that is possible 
to improve the quality of the race. All this work has its 
place in our mental hospitals and colonies for mental 
deficiency, which should be live places for clinical research, 
and not merely custodial institutions. 

These hospitals require improvement and modernization 
both in equipment and in medical and nursing personnel. 
They are grossly overcrowded, the ward units are much too 
large, but even with all their defects they constitute impor- 
tant organizations which call for the highest degree of 
administrative and medical skill. It is intensely disappoint- 
ing to-day to note that the highest positions in the mental 
hospital service, posts carrying with them so much respon- 
sibility and which were so greatly prized, seem to have lost 
much of their former appeal and attract comparatively few 
candidates. I believe that the main reason for this unfor- 
tunate state is because at the time of the introduction of 
the Mental Health Act the special conditions in relation to 
mental hospital work did not receive sufficient consideration. 


Other Fields 


If, however, your inclination lies in some other direction, 
then I might offer you child psychiatry, a subject which is 
calling out for more workers. Here you see team-work in 
action. The psychiatrist, the psychologist, and the social 
worker pool their resources not only in an effort to deal 
effectively with the child and the conditions surrounding it, 
but also because the child is much more likely to react to 
satisfactory treatment than the adult. Childhood, it has been 
said, is the golden period for mental hygiene ; it is the plastic 


period of development, the time when prophylactic work 


is likely to prove fruitful. Indeed, the vast majority of the 
problems of childhood can be dealt with admirably by a 
modification of environment and social circumstances and 
by dealing with the particular problem at a conscious level. 
But again we need the full co-operation of parents, school- 
masters, and all organizations dealing with children. Our 
aim in all such work is to produce a state of emotional and 
social security, which is the greatest safeguard for all sub- 
sequent disorder of health and conduct. 

Then there is a great need to improve our relationship to 
the law, to the Church, and to industry. Each one of these 
fields is teeming with problems of great significance And 
importance which would require separate consideration, and 
which I cannot attempt to deal with here. I feel, however, 
that I must mention them, because psychiatry has a great 
contribution to make to each of them. And then when one 
has accumulated one’s experience you may feel that your 
duty and your inclination is to spread the gospel of mental 
hygiene so as to educate the public to take a more realistic 
and more humanistic attitude towards a subject which is 
vitally concerned with human betterment. 

These, then, are some of the reasons which have led me 
to ask the question, Why or why not Psychiatry? I trust 
many of you may answer it affirmatively and that those 
of you who do will find in it work which will prove of 
infinite value to you personally, and to those whom you may 
be privileged to help. 


THE TEACHING OF DERMATOLOGY 
TO MEDICAL STUDENTS* 


BY 


BERNARD J. PECK, M.R.C.S., L.R.C.P. 
General Practitioner, Plymouth ; Clinical Assistant to the 
Department of Dermatology, Plymouth, South 
Devon and East Cornwall Hospital 


Of recent years much attention has been focused on the 
changing face of medical practice. In no field are the 
changes more pronounced than in general practice, 
especially since the advent of the National Health 
Service. In the special subjects there are consultant 
teachers to keep the curriculum for higher qualifications 
up to date, but so far as general practice is concerned 
there is, and always has been, considerable difficulty in 
placing the right emphasis on the various subjects in the 
medical course. General practitioners, once they have 
qualified; usually put examinations and organized learn- 
ing behind them, and rarely feel strongly enough about 
any aspect of medical training to give guidance to the 
bodies who control the qualification of future doctors. 


For some time it has been felt that the teaching of 
dermatology to students has borne no relationship to the 
amount of skin disease met with in general practice. 
Most of one’s colleagues, regardless of where or when - 
they were trained, will agree that their knowledge of 
dermatology on qualification was negligible. The follow- 
ing is an attempt to place dermatology fairly on the map 
of medical education so that in future no newly qualified 
doctor should be able to claim that he knows “ nothing 
about skins.” 


Incidence of Skin Disease in General Practice 


Within the past few years there have been many surveys 
of the work involved in general practice. Sir James 
Mackenzie (1919) found a “ high” incidence of skin diseases 
in general practice. Marien and Ardouin (1954) listed 
*welve dermatological diagnoses made in a total of 234 cases 
—that is, just over 5%—seen during a three-week period in 
1953. Horder and Horder (1954), in presenting two series of 
1,000 diagnoses made in their practice, one in the summer 
and the other in the winter of 1953, listed 89 skin conditions 
seen in the summer and 65 in the winter—an over-all per- 
centage of 7.7. Fry (1952) showed that in 1951 approxi- 
mately 8.5% of his patients had diseases of the skin. He 
classified his diagnoses into disease groups; skin disorders 
were fifth in order of incidence, the first four being upper 
respiratory infections, general respiratory diseases, digestive 
disorders, and neuroses. Stocks’s (1949) list is the same as 
Fry’s with the addition of rheumatic conditions. Backett 
et al. (1954), who described a year’s work in a general prac- 
tice in 1950-1, stated that skin disease was indicated in 11% 
of all diagnoses and involved between 6% to 12% of their 
work. A small personal (unpublished) investigation showed 
that 10.6% ofall new cases seen during four weeks in May 
and June, 1950, were dermatological. The figure for a similar 
period in November and December of that year was 7.4% -— 
an average of 8.8% over the combined periods. 

In a survey of over 17,000 prescription forms issued in a 
wide variety of areas in England in September, 1949, Dunlop 
et al. (1952) found that 12% dealt with “skin preparations.” 
Presumably these consisted of ointments, pastes, creams, 
lotions, and powders, and did not include the mixtures, 
tablets, injections, and dressings which must also have. been 
required. Thus the amount of work involved must have 





*Based on a paper read to a combined meeting of the Sections 
of General Practice and of Dermatology of the Royal Society of 
Medicine on February 16, 1955. 
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been more than that represented by the figure given. A 
similar study by Dunlop ef al. (1953) of Forms E.C.10A 
issued in Scotland in October, 1951, showed that almost 13% 
of prescriptions were for skin preparations, compared with 
approximately 84% for “cough preparations.” It appears, 
then, that dermatological problems account for up to a tenth 
of the average general practitioner's work. 


Proportion of General Practitioners 


In spite of the difficulties encountered by new entrants, it 
can be shown that well over half of British medical students 
are destined for general practice. Meiklejohn (1953) traced 
800 graduates of Glasgow University, still alive after 25 
years, and found that 59% were in general practice. 
McGregor (1953) showed that in Scotland in 1953 there 
were 2,398 general practitioners out of a total of 4,172 
doctors in active practice—that is, 58%. In 1955 the British 
Medical Association published statistics which showed that 
general practitioners in active practice in 1954 constituted 
about 55% of established doctors. Figures for 1953 sup- 
plied recently by the Ministry of Health (personal com- 
munie¢ation) also indicate that 55% of settled doctors were 
general practitioners. 

Of the remaining 45% of students who will not enter 
general practice, a certain number will become school or 
industrial medical officers or will serve with the armed 
Forces. These groups too will deal with approximately 
the same proportion of patients with skin disorders as will 
their general-practitioner colleagues. 


Present-day Dermatological Teaching 


The teaching of dermatology varies from medical school 
to medical school. It seems generally to be considered as a 
special subject, and as such is classed with subjects of such 
varying importance to the general practitioner as cardiology, 
E.N.T. surgery, vaccination, neurosurgery, ophthalmology, 
and venereology. It is surely most unrealistic that equal 
stress can be laid on, and the same time allowed for, the 
study of dermatology and, say, radiotherapy or thoracic 
surgery. Depending on the particular medical school, the 
student has up to a dozen lectures on dermatological sub- 
jects. In some schools no systematic lectures are given ; in 
others a short course is optional, and so the student may, if 
~ he desires, miss them altogether. In yet others the lectures 
are given during the course in general medicine, when their 
significance is partially lost in the absence of cases on which 
to demonstrate, though the use of colour photography and 
lantern slides is increasing. Most of the teaching is done 
at out-patient clinics while the physician-in-charge carries 
out his routine consultations. The average time spent on 
demonstrating skin cases to students is twenty hours, made 
up of between eight and twenty-four weekly or twice-weekly 
sessions. At only three medical schools is the more 
leisurely. method of teaching at ward rounds a regular 
feature. In only one school is some system of sifting out 
interesting and typical cases used, so that the amount and 
scope of teaching must vary considerably at different times 
in the same medical school. 

As regards changes in method or quantity of tuition in 
skin diseases, in most schools the situation has remained 
static over the past ten years. Widely divergent views are 
held on the usefulness of systematic lectures in dermatology. 
Some teachers consider that formal lecture-demonstrations 
are more popular than they used to be because the medical 
curriculum has become so large that the student welcomes 
having his problems sorted out for him so that he is 
presented with a ready-made answer. Others feel that the 
clinical approach to an essentially visual subject produces the 
best results. It appears to be exceptional for any reference 
to dermatological problems to be made at qualifying exam- 
inations. There may be an occasional case of skin disease 
shown at the viva or the clinical part of the examination, 
but as there are usually no dermatologists among the 
examiners the value of this is questionable. 


—  —— 
‘ 


Modern Medical Education 


Any student who decides to specialize will have before him 
a period of postgraduate study lasting a number of years. 
But for the graduate who enters general practice the oppor- 
tunities for postgraduate education are few and consist 
mainly of lectures and clinical meetings at his local medica] 
society, short refresher courses at a university centre, work- 
ing as‘a clinical assistant, or reading the various professional 
journals. Apart from these the average general practitioner 
gleans the greater part of his knowledge of medical advances 
from the advertising literature of pharmaceutical firms, which 
is inevitably biased and partisan. Except for what he gains 
by experience, it is safe to say that what the newly qualified 
general practitioner does not already know he will never 
know adequately. It is therefore essential that, as so many 
of them are destined for general practice, medical students 
should receive before qualification all the tuition and train- 
ing required to equip them for that calling. And this must 
include adequate instruction in the diagnosis and treatment 
of skin diseases, which, as has been shown, will account for 
some 10% of their work. 

The blame for the inadequate courses of study in derma- 
tology must, in part at least, be borne by the General Medical 
Council, who are responsible for supervising medical educa- 
tion generally, and through them the examining bodies of 
the Universities and the Royal Colleges. Almost to ignore 
one-tenth of the future work of a large proportion of medical 
graduates and despite this to pass them as fit to treat all the 
ills of their patients is an error which should not be allowed 
to be perpetuated. Most censure, however, for this anomaly 
must fall on the professorial units in our Universities—the 
anatomists and physiologists, the professors of medicine and 
surgery, who have become so engrossed in their academic 
pursuits as to have almost lost touch with the reality of 
curing the sick. ‘Far too little time is available for’ under- 
graduates to attend the skin department, and far too much 
time is spent standing about in dissecting-rooms, laboratories, 
operating theatres, and x-ray departments. At present the 
average newly qualified doctor can expound learnedly on the 
significance of 17-ketosteroid excretion ; he can describe the 
intricacies of the removal of a cerebellar astrocytoma or a 
pulmonary neoplasm ; and he can recount in all its glories 
the results of cardiac catheterization. It seems obvious that 
the potential general practitioner really needs to know more 
about the diagnosis of skin conditions which he will 
encounter frequently than the finer points of complicated 
surgical technique, the estimation of complex chemical 
abnormalities, or the reading of much-disputed manifesta- 
tions in x-ray films. 


Scope of Basic Medical Training 


No patient is benefited by his doctor’s knowing the 
theoretical and practical difficulties of the treatment of his 
condition if the doctor cannot carry out that treatment. It 
is more important for him to have a medical adviser who 
can adequately treat his minor ailments, and who knows 
when he requires more expert advice and more specialized 
ministrations. The general practitioner should in the main 
himself be able to diagnose and treat dermatological con- 
ditions. Carcinoma of the breast or rectum, cardiac valvular 
lesions, traumatic surgical problems, and a host of similarly 
serious conditions he need only be able to diagnose ; treat- 
ment can be obtained from doctors who have specialized, to 
whom patients should be, and usually are, referred. If this 
were not the case, general practice to-day would be quite 
impossible. The advances in surgical technique and the 


development of complicated diagnostic manceuvres during 
the past two or three decades have not had the effect of 
lessening the ability of the general practitioner to treat the 
innumerable minor complaints he meets. For example, lack 
of knowledge abou’ how to perform a lobectomy does not 
hamper the general practitioner in treating acute or chronic 
bronchitis. The average doctor can deal adequately with 
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the common headache, and even with the more serious cere- 
bral accident, despite the fact that he has forgotten the 
minute ramifications of the numerous branches of the 
carotid arteries. It would thus appear unnecesary for the 
student to waste time in learning these details and proce- 
dures. It would do him more good to spend a longer time 
imbibing knowledge which would be of use to him in 
general practice, and a more thorough study of dermatology 
would surely further this end. If he should later decide 
to specialize he will be able to learn more of the advanced 
techniques in his postgraduate studies, and he will be none 
the worse for having a better understanding of the com- 
moner skin diseases. 


Dermatology as a Teaching Subject 


Dermatology is a visual subject—one eminently suited for 
teaching and demonstrating the art of clinical medicine. 
There is something to see, feel, and occasionally smell. All 
classes of disease processes are there, on the surface, for the 
student to “get his teeth into.” Congenital abnormalities 
abound; acquired manifestations can be observed and 
studied, not in bottles in a museum, but in the living sub- 
ject. Neoplastic, infective, and traumatic changes in the skin 
can be demonstrated to comparatively large numbers of 
students at a time. Pathological techniques can be shown, 
and the elements of bacteriology, haematology, mycology, 
histology, and occasionally morbid anatomy can be seen 
and correlated with the living body. Minor surgical pro- 
cedures, such as taking biopsy specimens, the treatment of 
warts, and the excision of cysts, can be taught. Freezing, 
cauterization, and diathermy are practical methods easily 
shown to and absorbed by the student, not in the awe- 
inspiring environmert of the major operating theatre but in 
the more informal atmosphere of the minor operating room. 
Visual results of treatment, whether local, radiological, or 
general, can be observed. Training in prescribing—and not 
merely the almost automatic writing of proprietary and 
formulary titles—can be given. The patient is rarely too 
ill to give an adequate clinical history of his condition—a 
point of great advantage to the fresh clinical student. 

This leads to the suggestion that a large part of the clinical 
student’s introductory course should be taken in the skin 
department. Most students find the pictorial method of 
teaching the easiest to assimilate, and dermatology is the 
subject par excellence which lends itself to graphic and 
dramatic presentation, both clinically and in the lecture 
theatre. Later on the student should return to the skin 
department for revision and integration of the knowledge 
acquired in other departments—for example, the surgical 
treatment of skin tumours, dermatological manifestations of 
various internal diseases, ano-genital pruritus, the neuro- 
dermatoses, and otitis externa. At this point the large 
amount of skin disease which is met with in general practice 
should be stressed. Suitable screening methods should be 
introduced so that the teacher will have representative cases 
on which to demonstrate and the student will get a good 
over-all picture of the type of dermatological work he can 
expect in general practice. The rarities are undoubtedly 
extremely interesting, but the statement, “Common things 
occur most commonly,” is as true of dermatology as of any 
other subject. 

It is not suggested that the medical course should be 
prolonged, but that the time spent in learning to diagnose 
and treat skin diseases should be at the expense of some of 
the more academic subjects ; that some of the time spent in 
minute anatomical dissection, in watching major operations, 
and in attending highly technical ward rounds should be 
given over to the study of dermatology. 


Future of Dermatology 
Apart from benefiting the student and his eventual patients 
this scheme would stimulate a greater interest in dermatology 
from a scientific point of view. In a recent article on lupus 
erythematosus Dowling (1954) wrote that, “In view perhaps 


of the conditions under which dermatologists must work, 
they did not succeed in carrying knowledge of the disease 
beyond accurate clinical observation.” Lupus erythematosus 
is not the only dermatological condition about which this 
could have been written. Skin specialists who have to spend 
their time in purely clinical practice because of the excessive 
number of referrals from general practitioners can never 
have sufficient time for, or inclination toward, research. 
And it must be admitted that dermatology is one of the 
most empirical of the medical specialties. The kidney, the 
brain, the marrow, and almost all other sections of the 
body have been and are being investigated to the full. The 
skin, on the other hand, the largest and most accessible of 
all the organs of the body, is still practically an unknown 
quantity. Increased dermatological research must inevitably 
help towards a better understanding of the physiological and 
pathological problems involved, with consequent simplifica- 
tion of present-day morphological terminology, and this 
would lead to more lucid and logical teaching and further 
advances. 
Summary 

Skin diseases form a large part of the work of the 

general practitioner. 


As more than half the medical students who qualify 
will become general practitioners it is essential that they 
receive more training than at present in the diagnosis 
and treatment of dermatological conditions. If necessary 
the extra time required for this should be obtained by 
shortening the courses in the anatomical and surgical 
specialties, which should be reserved mainly for post- 
graduate training of the aspiring specialist. 

Only if dermatology is given its rightful place in the 
medical curriculum can the future general practitioner 
be expected to be able to care for his patients adequately. 
If more interest is taken in dermatology a better under- 
standing of skin diseases will follow, with brighter pros- 
pects for more enlightened and successful therapeutics. 


I should like to thank the heads of the departments of 
dermatology in the medical schools of the country for replying 
in so co-operative a manner to my inquiries during the prepara- 
tion of this paper. 
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A pre-vocational training centre for 25 blind boys and 
girls, aged 16-18, is to be opened early next year at Reigate, 
Surrey. The experiment is being arranged by the Royal 
National Institute for the Blind at the request of Sir David 
Eccles, Minister of Education. The object of the centre is 
to help students, who will stay for a period up to two years, 
to choose an occupation suited to them and to receive prac- 
tical training. They will also continue their general educa- 
tion, and “it is hoped that they will mature in outlook and 
make a better-informed choice of occupation.” Vocational 
guidance experts will be available, and the centre is to have 
no bias either for or against sheltered as opposed to ordinary 
employment. The cost of the training will be met by local 
education authorities. After a trial period the Minister of 
Education proposes to see if the continuation and develop- 
ment of the centre are practical. The establishment of such 
a centre was recommended in 1951 by a working party 
appointed by the Minister of Labour. 
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ALEXANDER MAIR, M.D., D.P.H. 
Professor of Public Health and Social Medicine, University of St. Andrews 


PART I.— FACTS 


The impact of the National Health Service Act, recent 
advances in medical science, and the changing social 
conditions in this country pose the question : “ Is medical 
education attuned to present-day needs ?” 

Major changes in the curriculum can be made only at 
infrequent intervals, but it seemed useful to attempt to 
assess the adequacy of the present system by interro- 
gating by postal questionary a group of doctors who had 
qualified in recent years and had subsequently had a 
reasonably extensive experience of medical practice. 
The methods adopted in the interrogation and the facts 
which were elicited are dealt with here. The opinions 
expressed are set out in Part II. 

Changes in the curriculum are usually considered, dis- 
cussed, and decided by those whose interests are pre- 
dominantly academic ; it is their business to be interested 
in such matters. Their expert knowledge on the teach- 
ing of medicine entails, however, less intimate acquain- 
tance with the humdrum matters of everyday medical 
practice, and it is hoped that these views from a more 
representative cross-section of the medical community 
will be of value in giving a broader basis for the 
discussion of any current changes that may be con- 
templated in the medical curriculum. 

At the First World Conference on Medical Education 
(1953) the speakers were almost entirely confined to 
deans of medical schools, professors, and other teachers. 


In the introduction to his book on medical education, 
Ffrangcon Roberts (1948) writes: “The proper person 
to have written a book on this theme would have been 
a general practitioner. Unfortunately, general practi- 
tioners, the class who have suffered most from the 
shortcomings of their training, display little interest 
in it.” 

The experience of this survey has shown that it is not 
so much lack of interest but the absence of any effec- 
tive means whereby general practitioners may make their 
opinions heard; and that when effective means are 
provided for voicing their views an embarrassing 
wealth of material is made available. 

The use of questionary surveys for collecting repre- 
sentative views on medical education is not new. One 
of the outstanding efforts was that undertaken in 1942 
by the Joint Committee of the Association of American 
Medical Colleges and the American Association of 
Medical Social Workers (Curran and Cockerill, 1948), 
which was circulated to deans ‘of medical schools in 
Canada and the United States. 

Questionary surveys completed by the rank and file of 
the medical profession have been attempted for various 
purposes, ranging from their income (Bradford Hill, 
1951) to their smoking habits (Doll and Hill, 1954). 
Success is only likely to be achieved if the subject matter 





*Being the subject matter of a Postgraduate Lecture at Queen’s 
College, Dundee, on December 16, 1954. 


is one in which the medical practitioner is interested, 
and medical education in general terms is not likely to 
awaken such interest. Only if it is related to the medical 
training he himself received at his own medical school 
is any wide response likely to be obtained. This prob- 
ably explains why previous surveys, as in this case, have 
been confined to the alumni of one particular university, 

Meiklejohn (1953) reported the views of doctors who 
had graduated from Glasgow University in 1923-6. Of 
the 800 graduates surviving, 48% replied to the four- 
page questionary sent to them. The scope of his inves- 
tigation was wide, including details of the doctor’s family 
and views on problems facing the medical profession, 
but little detail is quoted of their views on the medical 
curriculum and training. Indebtedness must, however, 
be acknowledged to this previous publication, which 
seems to have been the pioneer attempt in this field. 

The present inquiry is based on a smaller number of 
graduates but can claim two advantages. The medical 
education of thes¢ graduates has been more recent and 
they would presumably have a clearer recollection of 
their own training. Further, they were trained under 
conditions which are more like those obtaining to-day. 
In addition, a much larger proportion of the group 
replied to the questionary (Table 1). 


TaBLe I.—Response to Questionary 





No. Who 














, No. Percen- 
Year of ~ in No. Sent Failed to Who tage 
Graduation ass Questionary Reply | Replied | Replying 
1941 76 71 25 46 65 
1942 92 90 19 71 79 
1943 8° 87 18 69 79 
Total .. 257 248 62 186 | 75 

















The Graduates Interrogated 


The graduates interrogated were those who qualified from 
Aberdeen University in the same year as I did, together 
with those from the previous and the following years— 
that is, 1941, 1942, and 1943—totalling 257 graduates. They 
would therefore all be familiar with my name, and so more 
likely to take a personal interest in the inquiry. They would 
have been qualified, on the average, ten years or so, having 
had time to acquire experience of medical practice in the 
armed Forces, in general practice, as assistants or as prin- 
cipals, and in consulting practice or other specialized fields 
of medical work. 

At the outset it must be stressed that the aim of the 
inquiry was a constructive criticism of the medical curri- 
culum in general, and not of the Aberdeen Medical School, 
whose high reputation precludes this possibility. Thus, it 
is an attempt to use the existing curriculum as a measure 
of medical education offered by Scottish universities in part- 
cular and provincial English universities in general. 

The students were predominantly Scottish, nearly two 
thirds coming from Aberdeen and Aberdeenshire. Fifteen 
per cent. of the graduates were the sons of doctors, and, in 
addition, 53% came of other professional families (including 
farmers). The recent Educational Acts in Scotland 
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England have eased the financial burden of university 
students. It may well be that this has recently attracted 
more students from working-class homes. However, it is 
clear from this sample that during the war years medical 
schools were still skimming the milk of the old-established 
dairies of the upper social class. 

The average age at graduation was 234 years. One-quarter 
of the students were women, whose average age according 
to the replies received was slightly below that of the men. 
More of the women than men were married at the time of 


graduation. 

Five graduates had since died; these, together with a 
few no longer in the medical profession, are, of course, not 
included in the inquiry. 

The following request and explanation of the project was 
sent to the remainder at their last known address, and failing 
areply inquiries were made through likely channels to deter- 
mine current addresses. Follow-up letters were sent to 
those not replying to the first letter, and evoked replies from 
85 doctors. The wording of the appeal probably had its 
effect on the replies received, and it is therefore considered 
desirable to print it in extenso. 


Dear 
The Future of Medical Education 

To have the temerity to make this approach to my fellow 
graduates of 1941-42-43, to ask them to give of their time and 
leisure in order to study carefully and reply to the questions 
posed, must demand the assurance that the need for such a 
procedure is of urgent and pressing importance. This assurance 
f unhesitatingly give. 

Since we qualified, major changes and additions have been 
made in the medical curriculum, both before graduation and prior 
to registration. You will recall that (1) the undergraduate course 
has since been extended from five to, six years, the additional 
study being allocated in the main to the basic sciences of the pre- 
clinical years without any marked pruning of existing subjects ; 
(2) the advent of the National Health Service (Scotland) Act, 
1947, has precluded student participation in dispensary teaching, 
while domiciliary midwifery had ceased by 1941; (3) the Medical 
Act (1950) now demands a further year of training within a hos- 
pital before registration; (4) before or after this seven years’ 
institutional training, the young graduate is generally required to 
undergo a further two years of compulsory military service before 
even starting in the particular sphere of his/her chosen profession. 

All of us are sufficiently young to recall our impressions of 
the adequacy or otherwise of our teaching and yet perhaps not 
old enough to accept changes readily without suggestions or 
criticism. This is my reason for troubling you at this time. 

For five to seven years prior to 1948, with interruptions due to 
war service, we all experienced the shortcomings and advantages 
of medical practice before the advent of the National Health 
Service. Is the new curriculum attuned to the needs of the 
so-called Welfare State ? How can it be improved ? The annual 
student intake, apart from the immediate post-war peak, is ap- 
parently falling on both sides of the border, for reasons which 
are not quite clear. Is this a direct result of the undue length of 
medical training, the decreasing popularity of medicine as a. pro- 
fession, or what ? 

These are but a few of the many questions posed in the follow- 
ing pages. Only your whole-hearted co-operation in this joint 
investigation can help me to elucidate the solutions to these 
problems. 

It is hoped that when all replies are received the composite 
story will be published in one of the medical journals, when you 
will share with me the pleasure of a survey whose impact on the 
future of medicine and medical education in this country may 
well be salutary and far-reaching. 

Yours sincerely, 


The Doctors Who Replied 


In view of the exacting labour required to complete the 
closely typed six-page foolscap schedule, the fact that 75% 
of the doctors replied to the questionary must be considered 
a highly satisfactory response. Postage delays, pressure of 
work, and wrong addresses contributed to the difficulty in 
gathering in all the replies. Although most of the graduates 
were of Scottish domicile at the time of graduation (Table II), 


the position was reversed when the questionary was 
answered, for 52% were now living in England and Wales 
and only 36% in Scotland. (The 1951 census showed 12% 
of doctors in Great Britain to be living in Scotland.) 


TasBLe II.—Domicile 





Before Graduation After Graduation 





No. Percentage No. 


166 89-3 67 
14 75 








97 
1 
20 
1 


%6 3-2 








Total .. 100 186 














These proportions are very close to those found by Meikle- 
john (1953) for Glasgow graduates. Of the students domi- 
ciled in Scotland before graduation, 52% had migrated south 
across the border. 

The majority of the graduates were now married, the 
proportion being higher among men (88%) than among 
women (68%). (In the Glasgow investigation only 75% of 
those graduating in 1923-7 had married by the end of 
10 years.) Consultants married later than others; at the 
end of five years the proportion married was only two-thirds 
that of general practitioners, but the difference between the 
two groups was smaller by the end of 10 years. 

Twenty-six had emigrated to other countries, five of whom 
had subsequently returned to this country. 

Many respondents gave details of their professional ex- 
perience during the years since graduation, but such informa- 
tion is difficult to summarize adequately. The present 
appointments, classified according to the principal occupa- 
tion (Table III), afford a convenient means of determining 
to what extent these doctors are a representative cross-section 
of the medical profession. 


TasLe III.—Present Appointment 





No. Percentage 
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Armed Forces medical service 
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Local authority 
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Part-time - 
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Total... oa 186 





Taose with more than one appointment (added into first group): 
General practice and other hospital appointment . . 
Consultant and university lecturer .. ai tin 

o »» local authority A 
~ General practice (part-time) .. 


More than half the doctors (55%) were now in general 
practice, and 12% were consultants, these two forming the 
largest groups. Service with local authorities or as hospital 
registrars accounted for 10% each. Other categories 
accounted at the most for 3% each. 

The rapid expansion of specialties since the advent of the 
National Health Service perhaps afforded greater opportunity 
for specializing to this generation of wartime medical gradu- 
ates. The position might well be different for those now. 
qualifying. . 

The corresponding proportions found in the replies to the 
Glasgow questionary were 59% general practitioners and 
18% consultants. There is reason to believe, however, that 
the proportion of consultants in the medical profession is a 
good deal smaller, and that possibly (a) consultants tended 
to reply more readily than general practitioners, or (b) the 
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term “consultant” is not sufficiently well delineated for 
comparative purposes. The 1951 census figures for the 
medical profession and the number of whole-time con- 
sultants in the National Health Service (Ministry of Health, 
1953 ; Department of Health for Scotland, 1954) were used 
to find the proportion of consultants : it was 5% for Eng- 
land and Wales and 7% for Scotland. It is likely that the 
proportion of consultants will be found to increase with the 
increasing age of the group. 

The proportion of women medical practitioners seems 
rather higher (one-quarter) than would be expected; for 
Scotland as a whole it is one-fifth, and for England and 
Wales one-sixth of all medical practitioners. This ratio is 
likely to fall with the passage of time, since five-sixths of 
doctors who retire from practice before the age of 50 are 
women (Goodenough Report, 1944). The same report also 
gives the ratio of women students to men students as 1 to 
3.7 during 1942-3, so that the present sex ratio is not excep- 
tional. 

Of the 186 doctors who replied, 110 had the basic quali- 
fication of M.B., Ch.B. alone. The remainder had acquired 
additional qualifications ; 56 had one further qualification 
and 20 had two other qualifications, making a total of 96 
additional qualifications (Table IV). All had the basic quali- 
fication of M.B., Ch.B. Aberdeen. 


TasB_e IV.—Combinations of Postgraduate Qualifications 
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Note.—56 graduates had one additional degree and 20 had two additiona 
degrees. 


Not all the doctors to whom the questionary was sent 
replied, and the effect of omitting this fairly substantial pro- 
portion must be considered. Residence abroad led to delay 
in transmitting questionaries, and many of the late returns 
were from those living overseas. Comparison of the facts 
and opinions expressed by the doctors submitting late returns 
does not, however, indicate any marked deviation from the 
remainder. Failure to reply is in itself of interest. Can we 
assume that those who did not reply are less concerned with 
medical education ? that they may have left medicine for 
other professions ? or that they have perhaps undertaken 
fields of medical work which made the discovery of their 
whereabouts more difficult, and in all probability their views 
the more diverse? It is known, for example, that one at 
least was on an Antarctic survey team. While the absence 
of their replies is to be regretted, the loss may be minimized 
by these considerations. In any case, even if all those not 
replying were unanimous in their views, they would only 
affect the replies by 25% either way. 

To what extent can the replies from this group of gradu- 
ates be considered representative of the medical profession 
as a whole? This sample seems reasonably representative 
so far as the type of appointment is concerned, and the pro- 
portion of women in it ; it is not quite so satisfactory in the 
present geographical distribution of the doctors, although 
this factor in itself seems unlikely to affect their views on 
medical education. It is unrepresentative in so far as it is 
restricted to a limited group of doctors whose age averages 
about 35 years, and to graduates of one medical school. It 


—$—$—$—$__ 


can, however, claim to be more representative of the Medica] 
profession than those whose views usually receive the 
greatest consideration in discussion of this topic—professors 
and teachers in medical schools—since it is an attempt to 
reach all branches of the profession. 


The Questionary 


The questionary, too lengthy to be included in extenso 
consisted of two sections, the first and shorter dealing purely 
with facts, and the longer ‘second part dealing with opinions. 
The facts related to personal data and professional experi- 
ence since graduation, and have been summarized briefly 
above in so far as they bear upon the representativeness of 
the sample. In passing, they provide information bearing 
upon other matters, such as iosses to the profession through 
death or marriage, and prospects of attaining consulting 
status or becoming established in general practice. 

The opinions which were solicited are discussed in detail 
in Part If. They fall into three categories. First, a list of 
36 subjects in the curriculum was presented, and a decision 
asked for as to the adequacy of the time allotted to each 
subject in the present curriculum as revised in 1948. Five 
categories were allowed for the answers—*“ adequate,” “ jn- 
sufficient,” “ very insufficient,” “too much,” and “ far too 
much "—and to help in the decision a note was added of 
the regulation hours for each subject in the period up to 
1937, from 1938 until 1947, and from 1948 onwards (see 
Part Il). A second category consisted of 19 questions, 
several with subdivisions dealing more generally with the 
length of the curriculum and the nature of the tuition, which 
provided opportunities for comment on the teaching methods 
experienced and suggested improvements in the tuition. A 
relatively short final section was devoted to the future of 
medicine : whether or not medicine under present-day con- 
ditions is a satisfying career, and the problems which seem 
of greatest importance to the medical graduate in his pro- 
fessional life. 


The Response 


The response was good; 75% of those to whom the 
questionary was sent replied. The possible effect of the 
absence of 100% response has been discussed. For those 
who did reply, it would be no exaggeration to call the 
response enthusiastic. -It was obvious, from the care taken 
in completing the questionary and the numerous additional 
comments inserted, that the inquiry had evoked a lively 
interest and had inspired a good deal of careful and searching 
thought. 

The additional comments were found to be so valuable 
that they were abstracted and analysed according to their 
content. While they are not so readily summarized as the 
numerical count of votes in favour of more er less of a 
given subject in the curriculum, they frequently assist in 
explaining the views expressed and provide a clearer insight 
into the underlying reasons. 


PART II. — OPINIONS 


An “opinion” survey suffers from certain disadvantages 
which do not attend a sample survey of “ facts.” The 
difficulty lies not so much in the objective or subjective 
nature of the two types of survey as in the lack of a 
single fixed standard to which judgments can be related. 
If the survey is of several people’s opinion, their standards 
are usually undefined and the extent to which they vary !s 
unknown. The difference between “two much” and “ far 
too much” will take as many different values as there are 
participants in the survey, and the same variety of standards 
applies to every level of decision in each question. The 


result is a heterogeneous collection of categorized statements 


to which it might be hazardous to apply even the simplest 
of arithmetical operations, that of adding one to another 
to make two. 
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it 
It must be recalled, however, that this criticism applies 
equally well to all methods of assembling the opinions of 


different persons, whether in a general election, on a hos- 


pital board, or in any committee discussions. In practice, 
views are customarily summarized by a show of hands, and 
this method is therefore adopted here, with the full realiza- 
tion of its limitations. 

One further disadvantage results from having to use 
numerous personal standards which are not susceptible of 
definition—namely, that the answers to different questions 
may not be comparable. “ Inadequate ” may mean quite a 
different thing applied to a major subject—for example, 
anatomy—as opposed to a specialty occupying only a brief 
interval in the curriculum. If the minor subject has 20 hours’ 
tuition, its inadequacy might be amply remedied by the 
addition of another 20 hours, or an increase of 100% ; but 
what is the comparable remedy for the major subject of 
200 hours’ tuition—20 hours or 100% ? 

For all questions there were at least three alternative 
replies—* yes,” “no,” or “no opinion”; even so, it was 

not uncommon for 

no reply at ail to 

be made to some 

question. This was 

TOO taken to be equi- 

ene valent to “unable 
LITTLE to make up mind.” 
When asked speci- 

-  fically about the 
adequacy of the 

JUST time allotted to 

individual subjects, 
RIGHT the categories of 


“ 


100% 
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Fic. 1.—Adequacy of_time devoted to weighted — 
individual subjects. The direction of Score was calcu- 
each pointer shows the balance of lated, allowing 
ni th ol a —— mean score. double weight to 
ength of each pointer is in propor- : 
tion to the number who hold this view. those with the 
1=Psychology. 2=ENT. j= Cimical most definite views. 
pathology. 4=Medicine. 5=Surgery. For most of the 
b= Statistics. 7=History and philosophy. 


=V.D. 9=Biology. 10=Dental : results _ quoted in 
; os ‘on. cubes this article the first 


two categories and 
the last two have been amalgamated so as to form the groups 
of “ too little” and “ excess,” with the remaining group who 
thought the allocation of time was “just right” (Fig. 1). 

Some difficulty is created through recent changes in 
nomenclature and regrouping of subjects in the Aberdeen 
curriculum—for example, mental health and _psycho- 
pathology ; or public health (including infectious diseases 
and maternity and child welfare) and social medicine ; or 
child health (including infant infectious diseases). Decisions 
whether to combine or contrast these subjects are necessarily 
arbitrary and it is important to beware of basing conclusions 
on these purely nominal antitheses. 

The results obtained were not always those expected, and 
it became of interest to determine what factors influenced 
the views of graduates. The following possibilities need 
to be singled out for special mention : 

(1) Conservatism.—It was noticed that subjects whose 
hours of tuition had been reduced in 1948 tended to be 
classified as “too little,” while “upstart” subjects whose 
hours had been increased wete often branded as “ excess.” 
On correlating the change in the hours for each subject 
with the mean score of the opinion expressed for each of 





the 34 subjects listed, one obtains a coefficient of correlation 
of 0.42, an association that is just significant. In other 
words, graduates tended to favour a reversion to conditions 
as they themselves knew them. It should be noted, however, 
that this tendency, even if real, can explain away less than 
20% of the total variance in the mean score of opinions. 


(2) Bias Due to Postgraduate Specialism.—It might be 
expected that doctors would tend to give more weight to 
subjects intimately bearing upon their own work, and would 
underestimate the importance of subjects Which did not come 
so prominently into their everyday professional life. The 
numbers in any one group of specialists, however, were 
rather small, but some interesting comparisons were made. 


(a) General Practitioners v. Consultants—There were definite 
divergencies of opinion between these two groups on seven 
subjects—namely, anatomy, materia medica, forensic medicine, 
dermatology, E.N.T., ophthalmology, and anaesthetics. In each 
case general practitioners thought the tuition too short and con- 
sultants thought it too lengthy (by comparison with the mean of 
all opinions). The first five out of these seven comparisons were 
significant at the 0.05 level. 

(b) Local Authority Doctors v. The Rest.—There is a tendency 
(not reaching statistically significant levels) for doctors working 
under local authorities to consider the tuition given in psychology, 
psychopathology, and mental health to be insufficient. 

(c) Females v. Males.—A greater proportion of women than of 
men considered the tuition in anatomy and tuberculosis inade- 
quate. On the other hand, women seemed better satisfied with the 
hours allotted to child health and for midwifery in the hall of 
residence (where students resided near the maternity hospital). 

For convenience of reference, a summary of the hours 
devoted in the curriculum to each subject is given (see 
Appendix) for the period up to 1937, from 1938 to 1947, 
and subsequently to that date. The graduates were asked 
to comment on the adequacy of the new curriculum accord- 
ing to their own experience of present-day medical needs. 


Premedical Subjects 
One of the outstanding disagreements voiced with the 
present curriculum was in the amount of time devoted to 
the premedical subjects—physics, chemistry, and biology— 
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Fic. 2.—Views on adequacy of tuition of basic sciences. 


that is, botany and zoology. More than half of those 
replying (73% and 68%) considered that excess time was 
spent on chemistry and physics respectively, and to a lesser 
degree (39%) they said the same of biology. The comments 
which accompanied the questionary enlarge upon this theme. 
It was generally agreed that at any rate the basic knowledge 
in chemistry and physics should have been completed at 
school. Some went so far as to urge that these subjects 
should be made compulsory, either in the Leaving Certificate 
Examination or in a special pre-enrolment examination, for 
those wishing to become medical students. It is interesting 
to note that a few graduates had been to English public 
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schools where vocational study in the last year was given 
in preparation but not as a substitute for the university first 
M.B. 

An alternative proposal which they favoured was to teach 
in the medical course those topics in the basic sciences 
which had special reference to medical practice ; for physics, 
x rays and nuclear radiation ; for chemistry, organic chemis- 
try as applied to medicine; for botany, only the bare 
minimum of botanical data, taught as a subsidiary of materia 
medica ; and for zoology, no dog-fish. 

One other premedical subject where teaching was thought 
by many to be excessive was the newly introduced subject 
of statistics. It was considered by 22% that a total of 
20 hours was “excess” as against 8% who thought there 
was “too little,” but there was no comment to elucidate 
the reasons. Psychology, on the other hand, was considered 
to have insufficient time allotted to it (36% “ too little,” 9% 
“ excess”): Fig. 2 shows the contrast with chemistry and 


physics. 
Preclinical Subjects 


The consensus of opinion indicated that considerable prun- 
ing was required in the preclinical subjects. Although many 


graduates obviously included the premedical or basic sciences 


in their strictures, yet the other introductory subjects—ana- 
tomy, physiology, and materia medica—came in for criticism 
individually. The feeling was expressed that these subjects 
were being taught too academically—for example, “ anatomy 
for anatomy’s sake "—rather than for their value to the 
student later on in his career when studying surgery, medi- 
cine, or therapeutics. This is a theme which recurred con- 
stantly, the need for better links between the different 
parts of a student’s tuition—integration, “ cross-referencing,” 
“applied anatomy or applied physiology taught by physi- 
cians "—it was expressed in a variety of ways. The student 
needs to be convinced and satisfied that the foundations of 
knowledge being laid in the earlier years have some con- 
nexion with the finished edifice. For this purpose, it was 
voiced, “most anatomists are incapable, by training and 
by outlook”; and it was often suggested that the applied 
aspects of anatomy and physiology should be taught by 
clinicians who would be more closely concerned with the 
“essential subjects.” 


Clinical Subjects 


The antithesis between preclinical subjects and clinical or 
“ essential” subjects was well to the fore. To a student, 
essential subjects are presumably those remaining examina- 
tion hurdles which separate him from his title of “ qualified 
doctor”; but to a qualified doctor in practice the essential 
subjects were specified as diseases of children, obstetrics and 
gynaecology, therapeutics, and minor emergencies such as 
are seen in casualty—subjects which cause most heartaches 
and the greatest disturbance of the night’s rest. These, 
moreover, are the most difficult to learn, except by experi- 
ence. 

The second group included public’health and social medi- 
cine (fairly well balanced—16% “ excess,” 11% “ too little ”) ; 
public health and infectious diseases, where those answering 
thought the time to be insufficient (56%, against 3% “ ex- 
cess”); sick children’s hospital, insufficient (17° against 
2%); fever hospital, insufficient (20% against 1%); child 
health, fairly balanced (insufficient 10%, too much 8%). 
Here again, lack of definition concerning the boundaries 
of the subjects due to changes which were then taking place 
in the curriculum may have blurred the point of view. The 
overall suggestion in these subjects is one of moderate 
insufficiency. 


Practical Experience 


The most pronounced adverse voting and the most out- 
spoken comments centre round the present lack of facilities 
for practical experience im the medical school under condi- 
tions approximating to those which the student will have to 


contend with when a fully-fledged medical practitioner. 
facilities for the student to deal with the patient all by 
himself, for taking the responsibility of making a diagnosis 
and for arranging treatment on his own initiative, whilst 
guidance from more experienced doctors is kept in the 
background. Three-quarters of the graduates assessed the 
adequacy of the present system with no dispensary, and 
86% of them thought it inadequate and insufficient. 

In the former Aberdeen Dispensary students saw patients 
who needed medical or surgical care in the patients’ homes 
and were responsible for prescribing treatment under the 
guidance of a general practitioner. This dispensary system 
was described as “one of the greatest assets of Scottish 
medicine ” and. several used the epithet “very valuable.” 
Its main value was considered to lie not so much in its 
training for general practice but for developing a sense of 
responsibility under supervision. 

Some system of arranging for students to see patients in 
their homes under the guidance of a general practitioner, 
or in the practitioner’s surgery, was also urged. The import- 
ance of seeing the patient “in his home environment,” “ as 
a member of society with his own particular role to play,” 
“with emphasis on the individual's adaptation to his parti- 
cular life situation” was stressed time and again, and the 
disturbing social and emotional effect of even a minor illness 
in a family was underlined, together with the need “to 
prevent long-term morbidity.” 

It was generally admitted that opportunities for contact 
with the patient in hospital were adequate but only if the 
student made full use of them. The amount and content of 
teaching in both medicine and surgery met with the greatest 
degree of unanimity. 

The practical teaching of obstetrics was realized to be a 
difficult problem to solve. Commentators maintained that 
it was desirable for graduates to be able to apply forceps 
with some degree of confidence, although it was admitted 
that “a few stillbirths would be inevitable.” 


Normal Standards of Health 


A further point brought out was the lack of opportunities 
of learning the appearance of the normal in healthy persons 
and their physical and emotional adaptations to life. The 
importance of this, so that early signs of disease could be 
clearly recognized, was also remarked upon, although some 
contributors thought that it was only with children that 
special study of the “normal” was required. For older 
age groups, as one graduate put it, “the Forces medical 
services give ample opportunity for this study.” 


Rare Versus Common Diseases 


Most comments deprecated too much time being devoted 
to diseases rarely met with in general practice. Some toler- 
ated them, with strict provisos—for example, “that the 
demonstrator should state the relative rarity or otherwise of 
the condition” or should lay “ more stress on the comfort 
of the patient as a whole, rather than on the disease itself.” 
A few dissentients insisted that the “ rare diseases must form 
a background on which to build clinical proficiency,” and 
that “diseases we were told were rarities and only seen 
once in a lifetime are being encountered quite frequently in 
general practice.” 

The need for more instruction in and experience of com- 
mon conditions was often reiterated. Simple fractures, 
paronychia, acute otitis, backache, and arthritic conditions— 
these are some of the gaps students have found in later 


life. A similar viewpoint was urged in the replies to the 


Glasgow questionary (Meiklejohn, 1953)—‘ the focus id 
should be “on everyday ailments and the beginnings of 
disease.” 

Changes in the structure of the practice of medicine, it 
was held, have brought with them new demands on teachers. 
Instruction was required in the “ administrative structure of 
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the National Health Service,” and a lesson which should 
be impressed on students was “ the need for liaison between 
various branches of the Service.” 


Long Summer Vacation 


The long summer vacation of 22 weeks was considered 
“very pleasant, but unnecessary.” Suggestions for utilizing 
this time fell into four groups : (a) to “ broaden the mind 
by travel or other non-medical work”; (b) to “ digest the 
year's work *: (c) to “ attend casualty departments or hos- 
pital wards of the student's choice, non-teaching hospitals, 
work with general practitioners, or in industrial centres, 
etc.” ; (d) “ National Service—some military training during 
summer vacation which could count towards two years of 
service.” 

Methods of Teaching 


“Less rigid application of curricula” was urged. The 
failure to stress “ the applications of the basic subjects ” has 
already been discussed when dealing with the premedical 
subjects, and co-ordinating studies were suggested. These 
could be of several different types. There might be grouping 
of subjects, dealing with related cases at one time. Ana- 
tomical regional co-ordination would bring preclinical and 
clinical subjects into closer relationship, anatomy with sur- 
gery, and physiology with medicine. Several graduates 
thought the co-ordinating links with both physiology and 
medicine were particularly needed in isolated specialties such 
as endocrinology and toxicology. 

The order in which the students progressed from subject 
to subject was important. A student “fresh from anatomy 
and physiology would find surgery and clinical chemistry 
easier—not as we did, medicine first.” Closer links were 
thought necessary between the specialized branches of medi- 
cine—for example, adult and child psychology. Lectures 
in the minor specialties (ophthalmology, dermatology, radio- 
logy, etc.) were reported to be “far too academic.” These 
subjects should be taught in the wards—‘in their true 
clinical context.” Clinico-pathological conferences were 
also requested. 

Suggestions for new methods of teaching and for improv- 
ing the teaching included : (a) more symposia and clinical 
meetings for senior students to be held in the wards, prefer- 
ably with specialists present ; (b) staff consultation on actual 
subject-matter of lectures to work out an integrated course 
—that is, “more co-operation between teachers”; (c) a 
“friendlier ” relation between surgeon and physician and less 
adverse criticism between the two; (d) “ educating clinical 
teachers in social medicjne” and courses for preclinical 
teachers, to relearn what is needed by their ‘students ; and 
(e) encouraging general practitioners to take part in medical 
student education. 


Change of Emphasis 


“Too much diagnosis, not enough treatment” was a 
common complaint. Such therapy as was taught—usually 
referred to as materia medica—needed to be co-ordinated 
more closely on the one hand with biochemistry and on 
the other with general medicine. 

The sharp line of demarcation made in the studies between 
“preclinical” and “clinical” was thought: to be an un- 
necessary handicap. It was suggested not only that clinical 
aspects should be introduced earlier—* introducing live 
patients in the study of anatomy and physiology,” “ showing 
films of operative procedures at the time of the dissection 
of paris "—but revision and reinforcement of the basic 
sciences should continue later in the course to illustrate prac- 
tical applications of these subjects as they arise. 


Standard of Teaching 


Most of the remarks by past students on the teaching 
standards of their tedchers were highly flattering ; but it was 
noticeable that, while some teachers stood out in~ the 





memories of their students as being exceptionally good, 
others did not make such an impression. “Some very 
good indeed, and some were the opposite.” The contrast 
between the standards of lectures and of clinic instruction, 
as judged by these past students, is strikingly shown in Fig. 3. 





Good MOOERATE BAO 


Fic. 3.—Comparison of views on standard of iectures (left) and 
clinic instruction (right). 


“IT have often wondered,” wrote one respondent, “why a 
school teacher has to be trained in the art of teaching, but 
a university teacher is supposed to be divinely endowed.” 
Several others thought the teaching ability of lecturers should 
be studied. “No lecturer to be appointed unless he has 
proved himself a lecturer.” Another suggestion was to 
encourage future teachers to undertake a term as general 
practitioners. 


Aim of Medical Education 


There was no doubt that the suggestion of deliberately 
training specialists during the undergraduate course was not 
at all popular—only two replies supported this proposal. 
Most support, according to the yoting, was for good general- 
practitioner qualities (92% in favour), but the replies sup- 
ported by additional comments tended to concentrate on 
discussion of the all-round training, combining a cultural 
basis with a scientific background. 

The general view of this latter aim is summed up as 
“rather Utopian, but a good ideal to have before us,” and 
individual comments stressed either the desirability, or the 
impracticability, of achieving this ideal. “A cultural basis 
in medical education is essential—this has been sadly lack- 
ing” and “the cultural basis should be laid before the 
medical course,” say the idealists, whilst the pragmatic 
iconoclast exclaims, ““God pity the future medical student 
if he is also to suffer an introduction to the classics.” Among 
the practical suggestions were that “students should be en- 
couraged to mix with other faculties,” and that the solution 
was “a reasonably good. all-round man who knows how 
and where to get further information and help if required.” 

The important point was clearly brought out that the 
general practitioner is not just an immature type in the scale 
of evolution from undifferentiated medical student to 
specialized consultant ; but that “ general practice could be 
regarded as a specialty in itself.” . 


The aim of a medical school to turn out all-round general 


practitioners does not by itself automatically produce good 
practitioners. “Training for general practice can only be 
acquired after leaving hospital” or “ by years of work in 
general practice.” ‘A ‘medical graduate is not, never has 
been, and will never be a finished product.” As another 
former Aberdeen graduate has written (Cruickshank, 1952) : 
“The main objective in medical education is to produce a 
potentially good and wise doctor in a rather amorphous 
state; but ready and capable of developing into a good 
general practitioner, a good specialist, teacher, research 
worker, or administrator. . . .” 

So far as the training of specialists is concerned, 
“ specialization should come after an all-round grounding 
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in general practice terms.” The opinion was expressed by 
one that “the majority of so-called consultants are incred- 
ibly ignorant of diseases out of their specialty.” The differ- 
ing needs of medical practice in other countries are 
important, “ Here,” writes one graduate now in Australia, 
“every competent general practitioner is expected to be 
able to do any appendicectomy or herniotomy on his own.” 


Other Factors of Importance 


Factors other than the medical curriculum were pointed 
out by some respondents. One felt that “the faults of 
medical education lie in earlier education.” Another 
thought that “some form of personnel selection board, as 
for the Services, might be of value.” A third considered 
that “personality defects in students have been of much 
greater moment than standards of medical education .. . 
lack of interest in medicine, laziness, over- or under- 
confidence, inability to get on with one’s colleagues,” 
although it was admitted that only a small number showed 
these traits. 


Compulsory Hospital Appointments Before Registration 

“The belief that our young doctors are being thrust into 
responsibility too soon after qualification was accepted in 
the Medical Act passed by Parliament in 1950” (Lancet, 
1952). 

A large majority (77%) agreed that the present arrange- 
ment was desirable, but many expressed doubts about it being 
entirely satisfactory, and voted in favour only with reser- 
vations, one in particular being reversion to the five-year 
course. The value of the extra year was considered to lie, 
firstly, in inculcating responsibility, under supervision ; and 
to be of value “ only if the young doctor is given maximum 
responsibility compatible with his training” ; and, secondly, 
“ only then one begins to realize what are the common con- 
ditions requiring hospital treatment.” The similarity of these 
advantages to those possessed by the dispensary system 
referred to above is noteworthy, and was indeed noted by 
several graduates. 

A secondary advantage of the compulsory preregistration 
year was summarized rather cynically as “a method of 
forced, cheap labour.” Little importance seemed to be 
attached to any additional medical knowledge acquired. “I 
doubt if . . . this has any great advantage, especially as he 
may be placed in largely specialized wards,” although some 
did suggest logical extensions of this system to ensure com- 
plete indoctrination in all subjects “ extending the period of 
internships (with pay) with rotation through other specialties, 
including the psychoneurosis unit.” An alternative was to 
make internships in midwifery and diseases of children com- 
pulsory for all entering general practice. 

Modifications of the present system were also put forward. 
One suggestion would “allow more experience outside hos- 
pital while doing internships, emergencies in the home, and 
helping general practitioners during rush hours.” Another 
view put forward frequently was that service in the Forces 
should count as, say, six months’ postgraduate internship 
under supervision. 


Present-day Disadvantages Attached to the Medical 
Profession 


. A wide variety of reasons were given to explain the fall 
in the number of entrants to medicine. Some believed that 
it was not a real fall, that the post-war years were inflated 
by ex-Service men who represented in part a time-lag due 
to the war, and in part decisions to enter medicine as a result 
of the experiences of war; others held that restrictions on 
entry were being enforced ; “many more young people were 
applying, but not being accepted,” and “ in the Colonies it is 
becoming increasingly difficult to gain entrance to British 
medical schools.” 


ti 


Two-thirds of the replies maintained that medicine hag 
become less attractive and was too long a course. The 
of the course was not considered a deterrent by the majority, 
This latter statement does not mean that Aberdonians are 
insensitive to financial implications ; indeed, monetary cop. 
sideration bulked largely in the reasons for finding medicine 
as a career, unattractive. . 

It was urged by one that the monetary recompense for 
newly qualified doctors in hospital “ was far from adequate 
for a man and his family ” ; another referred to “ the failure 
to implement Spens ” ; and the risks of actions for negligence 
was frequently aired as a reason for despair. The lowered 
prestige of the doctor also counted. Medicine under the 
State was thought to have become too much “ shop-counter” 
medicine, and patients “treat their doctor as a grocer, a 
necessary person to supply the drugs their patients order,” 
The blame for this loss of prestige was at times laid at the 
doctor’s own door for tending to lose the confidence of the 
public by becoming too scientific and less human. 

The changes introduced by the National Health Service in 
1948 and the difficulties of becoming established, once 
qualified, were thought to be influential. ‘ Medicine to a 
prospective student . . . has an uncertain future in view of 
the vast changes which have taken place so rapidly .. . 
especially since the advent of the Health Service.” He may 
feel uncertain of the state of affairs by the time of his gradu- 
ation. References were made to “the export market for 
Scotland shrinking” so far as medical graduates were con- 
cerned, and to the difficulties of becoming established in 
general practice. A recent report (Health Bulletin, 1955) 
shows an average of over 30 applicants for each vacant 
medical practice in Scotland. 

As to the relative advantages of hospital appointments or 
general practice, the views expressed tend to favour general 
practice. The present difficulties of those in the registrar 
grade are leading to “ unfortunate bitter attitudes ” was the 
comment of one who feared that the posts of hospital con- 
sultants “ will not again fall vacant in large numbers until 
1975-80.” Not that general practice was without its tribu- 
lations, two matters in particular being ventilated. One was 
the lack of any differentiation between standards of work: 
“better service ought to get better pay.” The second was 
the lack of freedom of access to hospital departments: 
“nothing was more calculated to break down the doctor- 
patient relationship than having to refer to a second man 
for a simple procedure in a hospital department.” 

What of the women? Two contrasting opinions illustrate 
how differently a woman can view these matters. “ Medicine 
is one of the few professions where it is comparatively easy 
to fit in part-time work after marriage and where children 
of one’s own are a great asset in understanding other 
mothers’ problems.” The second comment was: “ My wife, 
a medical graduate, would prefer a 9 a.m. to 5 p.m. office 
job.” 


DISCUSSION 


The President of the General Medical Council (1955) has 
emphasized how the Council, in discharge of its duty to 
ensure under the various Acts that those who qualified 
possessed “ the knowledge and skill requisite for the sufficient 
practice of medicine, surgery, and midwifery,” had period- 
ically issued recommendations on “the subjects in whieh 
students should be instructed and examined, the order in 
which the subjects should be taken, and the period to be 
covered by the curriculum. . . . It might be, however, that 
with the passage of the years the recommendations had 
acquired the force of regulations, and thus had come to have 
a restrictive effect on the diversity, freedom, and respon 
sibilities of universities and medical schools.” 

In this regard it is hoped that the publication of these 
views and suggestions for improvement in medical teaching 
will serve a useful purpose. The doctors who were asked 
for their opinions are probably more representative of the 
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whole profession than those who usually discuss and decide 
this matter; they are younger, and, having qualified more 
recently, retain more vividly impressions of their earlier 
training. They view matters from the opposite side of the 
lecture theatre or laboratory bench to that of their teachers 
and are thus able to bring to the task what those who are 
still students lack—the ability to see how their training 
prepares them for the life and needs awaiting them in 
medical practice. 

Medical practitioners have all in their time been objects of 
tuition. A few return to medical schools as teachers or take 
their place on official or professional bodies concerned with 
medical education, but the vast majority remain general 
practitioners, having little direct concern with the problems 
of training future doctors. What importance can be attached 
to the views of these general practitioners ? Surely this, that 
they are the men and women who know from experience 
what is required for the majority of graduates in medicine. 
They may not be vocal, they may not have any definite ideas 
of how changes should be effected, but they are the people 
who have to tackle the problems that lie ahead of the 
profession in its everyday work. 

The views they have put forward do not claim to be 
original, and many have already been expressed in multi- 
tudinous discussions of medical education. It is probable 
that those who replied to this questionary had read articles 
on medical education and followed discussions in the medical 
press. To this extent their views may be considered an 
endorsement, giving them popular confirmation on a wider 
basis. It is realized that the very form in which the ques- 
tionary was framed might lead to some moulding of the 
results obtained, but the critical nature of the individual 
answers did not indicate undue suggestibility on the part of 
those who replied. The questions may have limited the 
channels within which opinion was expressed ; they did not 
influence the direction in which the stream of opinion 
flowed. 

It was scarcely to be expected that doctors not directly 
concerned with teaching would have given much time to 
questioning the adequacy of the present system of tuition 
and of any changes needed in the curriculum, or that they 
would be able to formulate detailed proposals for reform. 
Nevertheless, the nature of the replies indicated that most 
had given keen consideration to these problems. It has 
often been noted that, although new proposals are put for- 
ward from medical scheols, there is a dead weight of 
inertia that checks any tendency to progress. The support 
given by the rank and file of the profession to the proposed 
changes should serve to undermine that inertia and remove 
one hindrance to changes that are needed. 


It is necessary to be certain that this is the opinion of the 
rank and file of the profession. By the inclusion in this 
group of Aberdeen graduates of such a large proportion of 
general practitioners, and not being restricted to one branch 
of the profession, it attains a high degree of representative- 
ness. The limitations to its completely representative nature 
are of three kinds: sampling errors due to the size of the 
sample ; errors due to non-response; and bias from the 
sample being restricted to a group limited by year of gradu- 
ation from one Scottish university. It is this latter restriction 
which seems to be the most important. Differences from 
other age groups may be expected, since their training will be 
different and their outlook will have altered after experiences 
varying in type, in duration, and covering different years. 
Yet differences of temperament and inclination seem to 
overshadow those due to age alone. From analysis of the 
replies it is apparent that the views must be interpreted 
against the background of the particular form in which 
tuition was given in Aberdeen, but. the general principles 
embodied in them apply universally. In so far as the com- 
ments deal with matters peculiar to Scottish universities or 
the training obtained in Aberdeen, they are of limited local 
applicability, but proposals based on experience of medical 


practice throughout Britain enjoy a much wider applic- 
ability and indeed command attention by their variety and 
the range of experience covered. 

One final warning in interpreting these comments may not 
be out of place—the comments express the inadequacies felt 
by practitioners, but not all these shortcomings are 
entirely the fault of the undergraduate medical curriculum. 
The introduction of streptomycin and the extended 
use of mass radiography have transfermed our out- 
look on the treatment and diagnosis of meningeal and pul- 
monary tuberculosis ; it is doubtful if this could have been 
foreseen when these practitioners were being taught as 
students. On the other hand, venereal diseases have declined 
considerably in importance since the war, but during the war 
were in fact of enhanced importance. Current teaching 
should be related to current needs, with perhaps some 
inspired guesswork about the future trends. The graduates 
in this inquiry seem to be making the point that medical 
teaching lags lamentably far behind medical advances. 
Rigidity should give place to reform. 

Again, practitioners may feel the need for better psycho- 
logical insight into patients and their problems ; it does not 
follow that increasing the number of lectures on academic 
psychology from 20 to 30 is an adequate remedy for the 
situation. It is at this stage that we need to call in the help 
of the experts, the teaching staff of medical schools who 
may appear to have been rather unduly maligned in the pre- 
ceding comment. It is here they come into their own—in 
order to find remedies for the defects noted by’ former 
students. 


SUMMARY 


A questionary was sent to 248 doctors who had 
graduated from Aberdeen University in the three years 
1941-3, requesting their views on the suitability of the 
medical curriculum to present-day needs. A 75% 
response was obtained. 

A clear-cut majority expressed the views that there 
was too much chemistry and physics in the premedical 
curriculum, and insufficient practical teaching (as in the 
old Aberdeen Dispensary) during the years of clinical 
instruction. A small majority favoured more time for 
instruction in dermatology. 

In some other subjects there were substantial minority 
tendencies one way or the other, the balance of opinion 
in the outstanding cases being “ too much ” for biology, 
statistics, history and philosophy of science, dental sur- 
gery, and venereal diseases; and “too little” for 
psychology, E.N.T., and tuberculosis. 

The general impression produced by the replies was 
twofold : (1) the basic sciences, apart from special appli- 
cations to medicine, should be acquired before entering 
the medical school ; and (2) tuition during the medical 
course needs to be better integrated and more sharply 
focused on the common and practical aspects of medical 
practice. The relevancy of all the subjects taught to the 
needs of the doctor’s career should be made abundantly 
clear right from the beginning. 

Views were also solicited on the future of medicine. 
The changes in medical practice under the Health 
Service, with the lowered prestige of the doctor and the 
uncertainty of prospects both in general practice and in 
hospital appointments, were stressed in the replies. 


The completion of a questionary of this nature demanded 
much thought, effort, and time from busy practitioners. That 
the response was so gratifying is a measure of their appreciation 
of the importance of medical education now and in the future. 
To all these doctors who co-operated I am most grateful. 
I wish also to express my gratitude to Dr. W. A. Wilson, who 
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helped in the statistical interpretation of the data, and to Miss 
M. McRostie and Miss A. Brinkler for their assistance in the 
secretarial and computing work. 

















APPENDIX 
Subs Curriculum 
ubjects - 
Cae. emanations, i ony oc | From 
ractical, an inics) 1 19 1948 ~ 
(Hours) (Hours) (Hours) 
% Chemistry | 200 230 280 
Physics vet 140 175 245 
Biology . | 180 180 210 
Anatomy, osteology, embryology, etc. | 979 1,130 940 
Physiology and —— a 420 380 | 445 
Psychology ‘ “e -— a 20 
Statistics ‘ -- ~- 20 
Clinical | 
inical : | 
Materia medica ne a veh ae 150 i65 
Pathology L 240 170 190 
Bacteriology j m5 = om Bae 70 70 
Forensic medicine oe } 50 50 50 
*P.H. and social med. (incl. occup. 
med.) (60 lectures) .. — — 90 
+P.H. and I.D., M. and C.W., and | 
fever hospital ml 70 95 — 
Mental health (40 lectures) | 30 30 80 
Psychopathology a9 sane — 10 — 
Radiodiagnostics | 14 14 14 
Vene-eal diseases (lectures and practi- ie ns 
cal) .. ° «e 45 
Dermatology (10 lectures) (ee sel 30 37 37 
E.N.T. (10 lectures) .. i ye): 40 40 37 
Tuberculosis (2 lectures) sé del 20 20 20 
Ophthalmology (10 lectures) | 30 40 40 
Surgery O° ten ced (lectures pa 0 = 
160, ) | ‘ 
Medicine (100 lectures) ¥ ‘ 475 593 675 
Dispensary .. 120 120 — 
Midwifery and gy naecology (50 lec- 
tures). Hospital and district 195 175 175 
Child health (infant infectious diseases) 
(30 lectures) . | -- } 37 110 
Sick children’ s hospital (clinics) 100 | 100 100 
Fever hospital cal — | — 15 
Anaesthetics (10 lectures) . 172 |} 472 105 
Dental surgery (10 lectures) .. sf 60 60 60 
Clinical pathology ‘ ; 30 | 30 30 
» chemistry ‘ pi 30 | 30 30 
History and philosophy of science .. — | — 10 
Compulsory year in hospital ‘ — | ~- I yr. 





* Social medicine, a new emphasis on the social component of disease 
causation, treatment, and prevention. 

+ Infectious diseases now transferred to medicine and/or child health. 

t Obstetrics in addition—hours unknown. From 1943 onwards the hall of 
residence (new accommodation, where students are housed temporarily in 
proximity to maternity and general hospitals) replaced domiciliary midwifery. 


N.B.—Some of the subjects in the above list have the number of set lectures 
shown in brackets. The balance of the hours is made up of practical work, 
clinics, demonstrations, etc., generally attended by the class in sections, so 
that the total hours shown do not represent the hours devoted to those 
subjects by each individual studeat. 
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A new quarterly journal, the Papua and New Guinea 
Medical Journal, is published by the Department of Public 
Health, Port Moresby, Territory of Papua and New Guinea. 
Until now records of the studies on medical problems in 
this territory have been published in external journals and 
departmental circulars. The new journal is intended to 
keep local medical men in touch with world progress in the 
prevention and treatment of diseases peculiar to the area. 
An editorial forecasts an intensified programme in the near 
future against tuberculosis and yaws, though malaria re- 
mains their “ major disease prob!em.” 
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THE STORY OF MALARIA 


Man’s Mastery of Malaria. By Paul F. Russell, M.D,, 

M.P.H. (Pp. 308+xiv; illustrated. 25s.) London, New 

York, Toronto: Oxford University Press. 1955. 
The Heath Clark Lectures of 1934, delivered by Dr. Lewis 
Hackett and published under the title Malaria in Europe, 
are universally regarded as a classic contribution to medica} 
literature. Dr. Russell’s book, which embodies the Heath 
Clark Lectures of 1953, is clearly destined to occupy an 
equally honoured place on the malariologist’s bookshelf, 

Like Hackett, Dr. Russell is a member of the health staff 
of the Rockefeller Foundation, and like him he has devoted 
the greater part of his professional life to the study of 
malaria and its problems. In Man’s Mastery of Malaria 
he presents a fascinating and scholarly account of the 
development of malariology from the pre-Grecian era to 
the present day. As the author points out, “ mastery of 
malaria” does not necessarily imply eradication of the 
disease, which is still responsible for immense economic, 
social, and physical damage and is likely to remain a serious 
problem in underdeveloped countries for many years to 
come. It is now recognized, however, that the disease is 
universally controllable, and already no fewer than 160 
million persons living in countries formerly devastated by 
malaria are enjoying the protection of modern measures of 
control. 

The book is not intended to be a history of malaria in 
the generally accepted sense, though it is obvious that its 
preparation has involved a very considerable amount of 
historical research. The first section traces the progress 
of malarial aetiology from the speculations of the Dark 
Ages to the final elucidation of the life-cycle of the parasite 
through the researches of Shortt and Garnham. The second 
is devoted to a history of malaria therapy from the pre- 
cinchona period to the evolution of the modern synthetic 
drugs. The third deals with the development of malaria 
prophylaxis—a most impressive tale. The author may be well 
assured that profit will derive from his attempt to lift out 
of the envelope of the past some of the events and careers 
that have contributed to the immense expansion of malaria 
control. The fourth section relates to certain international 
aspects of malaria, including the activities of the Pan- 
American Sanitary Bureau, the Health Organization of the 
League of Nations, and the World Health Organization, 
An interesting account is also given of the outstanding con- 
tribution made by the Division of Medicine and Public 
Health of the Rockefeller Foundation. In the final section 
Dr. Russell discusses the socia! aspects of malaria, with 
particular reference to the problem of population pressure, 
and vigorously refutes the suggestion that control measures 
should be curtailed as a means of restricting population 
increase. This book will be of interest not only to malari- 
ologists but to all those interested in the social and economic 


problems of our time. Gorpon COoveLL. 


COMMON SKIN DISEASES 


Common Skin Pieces. By A. C. Roxburgh, M.A., M.D., 
B.Ch.Cantab., F.R enth edition. (Pp. 515 -+xxxii ; 
215 figures and 8 liustrations. 30s.) London: H. K. Lewis 
and Co., Ltd. 1955 
This eminently practical handbook of skin diseases has 
justly been a favourite with student and practitioner for 
more than twenty years. It is fortunate that the author 
was able to complete the revision of this last edition of his 
work before his untimely death. Advances in dermatology, 
as in other fields of medicine, have been considerable and 
rapid, and Roxburgh’s ability to see medicine whole and 
in a very practical fashion has enabled him to gather the 
more valuable advances into his simple presentation of the 
whole. 


This work has always held a reputation for its clear” 


exposition and its balanced assessment of the many difficult 
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problems encountered in dermatology. Common diseases 
only are considered, for they most commonly occur, and 
the absence of unnecessary and unfruitful detail about these 
common diseases, their causation, their pathology, and their 
treatment has been one of the attractions of a modest work, 
modestly presented. The student and the practitioner can 
without the necessity for great specialist knowledge under- 
stand what is set forth. 

The text is supported by excellent illustrations which 
further simplify the presentation. A most valuable feature 
of the work is the frequent submission of the author's own 
views and experiences. Roxburgh was a very sane and 
balanced observer and practitioner ; he had great experience 
and had had long and intimate contact with many of the 
great dermatologists of the last generation. 

There is nothing seriously to criticize in a work of this 
character, and all will be sorry that this must be the last 
edition from the original author. It is natural, however, 
that Roxburgh’s views and approach would not be identical 
with that of all his colleagues upon all subjects. Your 
reviewer would not, for instance, agree upon the curative 
value of surgical intervention with injection of varicose 
veins in chronic leg ulcers and eczema. A more simple and 
direct approach to the treatment of impetigo and of 
psoriasis would be acceptable. There is no mention of the 
valuable treatment of lichen simplex by podophyllin paste, 
put most of the recent advances are briefly reviewed, such 
as the work on lupus erythematosus and pemphigus, and the 
field covered by A.C.T.H. and cortisone and the antibiotics. 
This book will continue for some time to hold pride of 
place with the student. J. T. INGRAM. 


BASIC SURGERY 


Surgical Technigrams. By F. M. Al Akl, M.D. (Pp. 346 ; 

illustrated. 96s.) New York, Toronto, London: McGraw 

Hill Book Co., Inc. 1954. 
This book describes thirty-six basic operations, and some 
of these descriptions have previously appeared in “ Modern 
Medicine.” A standard pattern is followed throughout ; 
each part begins with a page of anatomical diagrams, fol- 
lowed by excellent line drawings illustrating the steps of 
the operation, and concludes with a page or two of notes. 
The latter could with profit have been abbreviated, since 
they generally inciude too much formal descriptive anatomy 
instead of concentrating on the more important practical 
details. Partial thyroidectomy is well illustrated, though 
with too little emphasis on methods of identifying and pro- 
tecting the recurrent laryngeal nerves and parathyroid glands. 
Moreover, it is confusing to state that “the inferior bodies 
are spared with the thyroid remnant,” when the reader may 
justifiably inquire what happens to the superior parathyroids. 

Whatever the author's personal preference, it would seem 
wiser to have illustrated a vertical rather than a transverse 
incision for partial gastrectomy ; the reminder first to explore 
the whole abdomen might have been included here, as it is 
in the subsequent description of cholecystectomy. In view 
of all the possible variations in technique, gastrectomy is 
well described, but the description of the antecolic opera- 
tion might have concluded with the important step of draw- 
ing the transverse colon over to the right. The diagrams 
illustrating the anatomy and stages of two rectal operations 
would be improved by more accurate representation of the 
anal sphincters. It is regrettable that in the description of 
saphenous vein ligation the incision is not related to that 
reliable landmark the pubic tubercle, when incisions here 
tend so often to go astray. The section on lumbar puncture, 
which might have been left out, relates the plane of the 
iliac crests to the fourth lumbar interspace, whereas ortho- 
dox anatomy puts it at the level of the third interspace or 
fourth spinous process. 

Notwithstanding these criticisms, the author is to be con- 
gratulated on this clear production. The concluding notes 
on sutures and instruments are commendable for their 
brevity and also for the expurgation of confusing eponyms. 
The price is likely to be discouraging to would-be purchasers 


in this country. R. S. MURLEY. 


CLINICAL BEGINNINGS 


Approach to Clinical Medicine. By R. H. Micks, M.D. 

— F.R.C.P.I. (Pp. 135+vii. 8s. 6d.) London: 

. and A. Churchill. 1955. 

This short book has been written for students beginning 
clinical work. With such a title one might have expected 
the early inculcation of a more logical and thorough 
approach to be burnt into the student’s mind and to be 
followed all his life. The skeleton list of causes on page 2 
certainly is neither comprehensive nor a stimulus to logical 
thinking and memory. But then the reviewer has pro- 
pounded a system of his own and so may be over-critical in 
this respect. 

The book is full of humanity and common sense. It 
must make interesting and stimulating reading to the 
beginner in clinical medicine and help in the humane 
approach to the patient. In going into the sections of 
diseases chosen for discussion it is difficult to see why some 
are dealt with in considerable detail and others omitted. 
But enough criticism. The book must be stimulating to 
students though lacking in any logical plan of thought. 


R. D. LAWRENCE. 


TROPICAL DISEASES 


Manson's Tropical Diseases: A Manual of the Diseases of 

Warm Climates. Edited by Sir Phili . Manson-Bahr, 

C.M.G., D.S.O., M.A., M.D., D.T.M.&H., F.R.C.P. 14th 

edition. (Pp. 1144+xiv; illustrated. 60s.) London: Cassell 

and Company, Ltd. 1954. ~ 

The 14 editions through which this work has passed have 
served successive generations of practitioners in the Tropics 
for 57 years. No work can maintain its popularity for so 
long unless it fulfils its purpose well and is kept up to date. 
Its purpose has been to provide not only a guide to students 
and to practitioners occasionally confronted with a tropical 
case but also to serve as a ref2rence handbook for practi- 
tioners in the Tropics. The present edition will continue to 
carry out these functions ; it is also up to date. It has been 
extensively revised, and sections on insecticides, kwashiorkor, 
and epidemic haemorrhagic fever have been introduced. 
These new sections cover their respective fields briefly though 
well, and are valuable additions to'the book. There is a 
section which serves as a tropical pharmacopoeia, and as 
in previous editions there is also a useful appendix on 
medical zoology. The work is comprehensive, and the large 
amount of data which it contains is packed into short com- 
pass. The illustrations are numerous and good, many being 
by the editor. 

It is claimed for the volume that it provides “ one of the 
best available introductions to the student specialist, and is 
an invaluable and reliable guide to the general practitioner 
in the warm climates.” This is a modest claim for a book 
which gives so complete yet so succinct an account of the 
many aspects of tropical disease. It is already a respected 
veteran among medical textbooks, and like many veterans is 
no longer as slim as it was. Its increase in girth, however, 
signifies no more than middle age, for it clearly has many 
years of useful service ahead. 

A. W. Wooprvurr. 





The Commonwealth Universities Yearbook, 1955, shows little 
change from its predecessors. It contains a complete list of the 
universities and university colleges of the United Kingdom, the 
Dominions, and the Colonies, with particulars of their facilities 
for study and of their administrative and academic staffs. One of 
the most useful features of the Yearbook is the index of names 
of staff and officials at the end. There are nine appendixes con- 
taining information on postgraduate awards, conditions of admis- 
sion, international university organizations, and university institu- 
tions in Eire. This most useful work of reference can be obtained 
from the Association of Universities of the British Common- 
wealth, 36, Gordon Square, London, W.C.1, and costs £3 3s. 
(£3 5s. by post). 
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ADULT EDUCATION IN MEDICINE 


Thomas Linacre founded the Royal College of 
Physicians of London on the principle “ that our pro- 
fession should contain men who are not only deeply 
studied in physic but groundedly learned,” Sir Harold 
Himsworth reminded us in his Linacre lecture, 
published in the Journal of July 23, a lecture that 
should be re-read as a prolegomenon to the sym- 
posium in our opening pages this week on adult 
education in medicine. Sir Richard Livingstone pic- 
tures his visiting angel as gathering an impression of 
the inhabitants of the earth as “very busy people 
who sometimes seemed more adolescent in character 
and mind than one would expect.” The long 
tutelage required by modern medicine, for the special- 
ist in particular, inevitably fosters a prolonged 
adolescence in mind, and in so far as this implies an 
eagerness to learn it is not to be deplored. But the 
adolescent matures physically into the adult , mental 
ripening may lag, yet for the man to become whole 
the painful transition to adult thinking must take 
place. This symposium has therefore been collected 
together under the term “adult education” rather 
than ,“ postgraduate education,” which connotes 
rather the acquirement of technical skills geared to 
the syllabuses of diplomas, the favourite quarry of 
the medical trophy hunter. Sir Harold Himsworth 
sees that part of the greatness of Linacre was a con- 
cept of professional learning that prevented the dis- 
integration of medicine into narrow and exclusive 
specialties in face of the new learning then confront- 
ing him and his contemporaries. Sir Harold sees a 
similar situation facing us to-day. The National 
Health Service is an attempt to meet the problem of 
organization, but he considers that attempts to deal 
with the intellectual problem are no more than tenta- 
tive. Linacre’s ideal that the members of his College 
should be “ groundedly learned ” ensured, Sir Harold 
observes, that its standards “ were to be those of the 
academy, not of the commercial guild.” It is no use 
ignoring the fact of specialization and the need for 
it: the problem is the failure of integration, an 
“intellectual process [which] can only occur within 
individuals.” In seeking ways to achieve this Sir 
Harold pleads for less rigidity in training, for giving 


greater discretion to the individual. The knowledge 
that has to be mastered by those entering new fields 


is so great “that the need to provide more compre- 


hensive postgraduate study must be faced.” The 
landscape of medicine is now so cluttered with new 
fields that no one practising the art can forgo 
Osler’s periodical “ brain-dusting” if he is to give 
of his best whether in research or by the bedside of 
the patient. Ways of providing this are discussed by 
the contributors to the symposium on adult educa- 
tion in this issue of the Journal. 

Society seems to have set its seal on a pattern 
whereby the professional man should, from the age 
of 25 to retirement at 65, live forty years of laborious 
days at his appointed task, broken yearly only by the 
four or six weeks’ holiday sanctioned by custom. 
This brief annual diversity from the unity of work 
gives the much-needed relaxation without which 
work becomes an obsession. Sir Richard Living- 
stone reminds us that Plato considered that everyone 
needed, at intervals through life, periods of reflection 
and study—the familiar Sabbatical year. “We 
should,” Sir Richard writes, “get free for a period 
from the occupations, distractions, and worries of 
normal life ; and we should pursue our studies in the 
company of others who are bound on the same 
quest; he reminds us that intellectual life at the 
height of Greek civilization was based on discussion, 
not on books. Can we introduce these periods of 
reflection and discussion as a part of the normal life 
in medicine ? Sir Richard asks whether the N.HLS. 
might not follow the example of those industrial 
firms who release promising executives for a long 
course at the Administrative Staff College. But he 
is cautious about the long-term Sabbatical leave 
unless the object of study “is substantial and clearly 
defined,” believing that, for keeping abreast of 
developments in medicine, shorter periods of study 
repeated at regular intervals are more valuable. And 
on the whole the medical contributors to the sym- 
posium agree with him. Dr. Douglas Hubble, writ- 
ing on continued education of the consultant, notes 
that the Sabbatical year makes little appeal to the 
medical professor in the U.S.A., and pleads cogently 
for planned time in the week to read in the library 
and take part in the clinico-pathological conference, 
and in the year for “extended vacation for thought, 
for research, or for refreshment of the spirit,” in this 
last requirement significantly echoing Sir Richard 
Livingstone. The clinico-pathological conference, 
the product of Boston, is recommended by other 
writers in the symposium ; and the United States, in 
Hubble’s view, sets another example we might follow 
whereby consultant teachers have limited terms of 
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ward service each year. It is hoped that at least one 


regional hospital board will act on his suggestion that’ 


field experiments should be conducted in this direc- 
tion. High praise for the way they do things in the 
United States also comes from Professor John 
McMichael, who, in company with many others, has 
found that a most generous payment for lectures 
helps the foreign doctor to learn something about 
American medicine and, even more important, to 
meet American doctors on a friendly and informal 
basis. “ The strength of a student of men is to 
travel,” wrote Osler in his essay on the student life 
to which Hubble refers. “I wish we could encourage 
on this continent [North America] among our best 
students the habit of wandering.” Just how valuable 
is this wandering is shown by Professor K. J. 
Franklin’s description. at p. 507 of his Sabbatical ten 
months as visiting professor of physiology in the 
University of Illinois. For him the great relief was 
from administrative duties, which enabled him to 
teach and to gather together the result of his re- 
searches, the practical significance of which has been 
the subject of recent articles in this Journal. Franklin 
speaks of “ the freeing of the spirit ” ; Sir Richard and 
Hubble of “ refreshment of the spirit” : each without 
knowing what the others had written. 

If Franklin is right in believing that the preclinical 
scientists, with few exceptions, are aware of the 
benefits of Sabbatical leave, McMichael follows 
Hubble in doubting its advantage for the clinician: 
“but for the clinician continuity of observation of 
patients is both the basis of his knowledge and an 
inescapable responsibility.” Dr. Lindsey W. Batten 
is of the same mind. “The whole essence of the 
thing [general practice] is personal and continuing 
responsibility.” But the other general practitioner 
who writes on the theme, Dr. C. W. Walker, sees in 
such a possibility relief from isolation. He concludes 
in a vein of pessimism that “time is too short for 
anyone to become a real general practitioner.” But 
both he and Batten yearn to get back, at least for a 
while, into hospital—to ask questions, to discuss, to 
learn the techniques they did not acquire while 
students and house-men. 

Time to read, time to discuss, time to reflect, time 
for the refreshment of the spirit, time to integrate in 
one mind the old and the new—that is the crying 
need for the medical man in a world of medicine that 
is too much with him. For the preclinical teacher 
the Sabbatical year seems to be the intellectual pre- 
scription. For the clinician it would seem that 
Batten is right in saying it must remain a dream: 
“but it is a bright and maybe a pregnant dream and 
merits more than a brief, longing glance.” All our 


contributors, in their different ways, diagnose the pro- 
fessional malaise besetting medicine to-day—‘ no 
time to stand and stare.” Their remedies deserve 
careful examination by those who govern our 
academies, and they will, it is hoped, examine them 
in the context of Sir Harold Himsworth’s brilliant 
exposition of Thomas Linacre’s great design. 








DOCTORS IN THE MAKING 


The medical student has more facts to acquire as each 
year passes, and the volume of new knowledge is 
always larger than the volume of old learning that 
can be safely discarded. Medical knowledge to-day 
quickly becomes outworn or redundant, and possibly 
there is an undue delay in first lightening the 
student’s load in order that he may be given more 
to carry. Critics have made out many prescriptions 
for adjusting the burden to the student’s capacity to 
carry it. Some would give a lighter load to the 
weaker brethren, while others would exclude at the 
Start more of those students least fitted to survive. 
Some have said, “ Teach the student philosophy and 
make him a man of character,” while others would 
create a logician, quick to discern a faulty argument, 
and let the facts go hang. Some would teach him 
to learn and then allow him, without interference, to 
acquire his own facts. Some would make a scientist 
of him and others a humanist, while most of us would ~ 
be content if the medical schools turned out, in 
Cruickshank’s words, “a potentially good and wise 
doctor in a rather amorphous state ; but ready and 
capable of developing into a good general practitioner, 
a good specialist, teacher, research-worker, or 
administrator.” 

The Scots have always taken their education 
seriously, and it is therefore appropriate that Pro- 
fessor Alexander Mair, of Aberdeen, should have 
addressed a questionary to 248 graduates from that 
University—90 classmates, 71 in the year before 
him, and 87 in the year after—asking them to 
comment on what they were taught and how 
they were taught it. Of these, 186 (75%) replied, and 
he describes the investigation in a paper at p. 526 of 
the Journal this week. Professor Mair insists, with 
disarming Aberdonian humour, that the aim of the 
inquiry was a critical examination of the medical 
curriculum in general and not of the Aber- 
deen Medical School, “ whose high reputation pre- 
cludes this possibility.” This referendum of the 
taught, rather than of the teachers, has been 
practised before, for A. Meiklejohn’ sought the 

4 Meiklejohn, A., British Medical Journal, 1953, 1, 930. 
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opinions of 899 graduates of the Glasgow 
Medical. School in 1950. This is a valid method 
of inquity which has produced some _interest- 
ing, if not unexpected, results. There was a majority 
opinion that too much time was spent on the basic 
sciences, which many thought should be taken at 
school; and most of those questioned agreed that 
the emphasis should be greater throughout the whole 
of the medical course on the practical aspects of 
what was being taught. At every Stage, and in each 
subject, the teacher should ask himself—and explain 
to his students—what was.the practical value of his 
teaching. The medical student requires to be taught 
pragmatically as well as dogmatically. There can be 
little quarrel with this ; much of medicine is a craft 
to be practically applied, and to ask the teacher to 
remember this “ will concentrate his mind wonder- 
fully.” There will be less unanimity about the time 
spent on the basic sciences. The majority opinion is, 
in fact, against the recent educational trend, as can 
be seen by studying Professor Mair’s useful table in 
the appendix. In Aberdeen up to the year 1937 530 
hours were spent.in teaching chemistry, physics, and 
biology, and since 1948 735 hours have been spent 
in these subjects. If the embryonic general practi- 
tioner was even in 1938 being given more basic 
science than he needed, either for a reasonable under- 
standing of clinical medicine or for its practice, then 
the conclusion may be reached, which already some 
medical educationists accept, that two medical courses 
are required. The first would be a basic five-year 
course (with a sixth pre-registration year), and the 
second a seven-year honours course, with the two 
extra years devoted to chemistry, physics, and physio- 
logy. The average consultant to-day does not know 
too much of these subjects ; perhaps he knows too 
little of them. 

One other important fact emerges from the study of 
Professor Mair’s table. The curriculum is already 
constantly changing. In Aberdeen, for example, 200 
more hours are now given to medicine and 125 more 
are given to paediatrics than in 1937. The teachers 
have not been static, nor has a rigid stranglehold been 
fastened on medical education either by the univer- 
sities or by the General Medical Council. More 
experiment in this field is needed, and teachers in 
Britain are watching with interest the results of the 
experiments being conducted in Yale, Harvard, and 
Cleveland. It should not be difficult to conduct a 
British trial of two parallel courses, the one a five- 
year basic course for 80% of medical students, and 
the other an honours course for the remaining 20%. 
No one would wish to widen the gap between the 
general practitioner and the consultant, and it is to be 


—___, 


hoped that some of those taking the honours course 
would have the intention of going into family practice 
This survey of graduate opinion of educational 
methods used in the teaching of medicine was q 
worth-while inquiry which has produced interesting 
results. It seems questionable, however, whether the 
frequent repetition of such inquiries is likely to add 
much of value. The graduates are criticizing a system 
which, as Mair shows, has.already changed since they 
graduated. The man in practice may also be inclined, 
frail as we all are, to attribute his own deficiencies to 
defects in his education. He may even misrepresent 
and misinterpret those educational influences which 
have made him the first-rate practitioner that he is. 
Nor is the opinion of 186 persons necessarily of more 
value than the opinion of one person, better informed 
and more experienced. There will, however, be 
general agreement about one conclusion: the product 
of our medical schools is to-day better educated than 
ever he was. His teachers are in general more en- 
lightened, more concentrated on their task, and more 
aware of their responsibilities. The graduates for the 
most part do credit to British medical education. 








PSYCHIATRY FOR BEGINNERS 


In 1943 a distinguished committee of the Royal 
College of Physicians recommended’ that medical 
students should be given greatly increased psychiatric 
teaching. Sir David Henderson and Dr. Desmond 
Curran, papers from whom appear elsewhere in 
this issue of the Journal, were members of that com- 
mittee, which included also Sir Russell Brain and 
Sir Charles Symonds among the neurologists, 
Sir Frederick Bartlett for the psychologists, and 
Professor Aubrey Lewis and the late Dr. John Rick- 
man among the other psychiatrists. Perhaps because 
it was an exclusively neuropsychiatric committee the 
medical schools and examining bodies did not pay 
much attention to it: they added a few lectures, pro- 
vided a few beds, in some cases encouraged ward 
teaching ; but for the most part they have not started 
psychiatric clerking, or included mental deficiency in 
the syllabus, or emphasized the diagnosis and treat- 
ment of the neuroses. Most important of all, there 
is still no compulsory examination in psychiatry 
except at Edinburgh and Dublin. 

Critics of any change in the curriculum are apt to 
dismiss the specialist seeking greater recognition for 
his subject in it as an enthusiast and rather a nuisance, 
for nowadays statistics, genetics, atomic physics, 
1 Royal College of Physicians, Interim Report, Undergraduate Education in 

Psychiatry, 1943. 


2 Kubie, L. S., Psychosom. Med., 1955, 17, 172. 
3 Post, F., British Medical Journal, 1955, 2, 315. 
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history and philosophy of medicine, even art and 
literature all have their advocates, who are worried 
by the supposed scientific bewilderment or lack of 
culture among medical men and women. But medical 
schools do not set out to give their students detailed 
experience of every branch of medicine and a head 
full of recipes for what to do on every conceivable 
occasion. They try to train the understanding and 
develop self-confidence by the inculcation of basic 
principles so that, faced with an unknown disease or 
strange situation, the doctor can think out the right 
treatment for that individual and occasion. Psycho- 
logy has two genuine claims to a share in this train- 
ing. One is that “ psychological causes and psycho- 
Jogical effects may appear in any illness, no matter 
what its pathology or what part of the body it 
affects,”"' and a knowledge of psychology may 
encourage an awareness of the patient as a human 
individual and not just the carrier of an interesting 
lesion. The other is that psychological illness bulks 
large in medical practice. Sir David Henderson points 
out that of every 100 children born in Britain 8 will 
have a nervous breakdown and 3 will enter a mental 
hospital, while more than half the hospital beds of 
the country are for psychiatric cases. 

These two claims are different in nature, and Dr. 
Curran very reasonably maintains that only the 
second is the affair of the psychiatric teaching depart- 
ment. It has been said that “ anyone who has known 
a large number of gynaecologists and urologists can 
attest that, although there are notable exceptions, 
these specialists as a group are singularly ignorant 
about the sexual impulses, habits, experiences, capa- 
cities, and limitations of their patients,”* so that they 
are often unaware of the psychological upset caused 
by a prostatectomy or hysterectomy. (And psychia- 
trists know only too well that surgical operations may 
precipitate mental breakdowns.) But this is a criti- 
cism of the teaching of gynaecology and surgery, and 
the remedy lies in more imaginative teaching of these 
Subjects. The problem is how much psychiatry a 
medical school ought to teach, and it is not made any 
easier by the fact that psychiatric boundaries are in- 
definite. Epilepsy and general paralysis have gone 
across into neurology ; prevention of mental deficiency 
may be a problem in midwifery or paediatrics. Many 
genera] practitioners are uncertain what to do with 
the neurotics who bulk so large on their lists. Some 
are unsure in their handling of disturbed patients, 
others unaware of the simple methods of treating the 
senile patient so well described recently by Dr. Felix 
Post.’ Probably, therefore, plenty of out-patient 
experience with neurotics and senile cases, and some 
psychiatric clinical clerking, are needed. The Royal 


College of Physicians’ committee recommended three 
months’ clerking in which at least 6 psychotic and 20 
neurotic patients would be studied, and proposed a 
fortnight’s attendance in an observation ward and 
some teaching on mental deficiency. - 

What do general practitioners themselves find they 
need ? Here is an opportunity for the College of 
General Practitioners to make suggestions. The 
present arrangements for teaching psychiatry may well 
be unsatisfactory, but more discussion of the prob- 
lem is needed. However, there should be no delay in 
introducing psychiatry into the final examinations, for, 
as Dr. Curran says, “ Examinations are the only effec- 
tive way to make the average student take a subject 
seriously.” 








THE PRE-REGISTRATION YEAR 


It is now nearly three years since the compulsory intern 
year, provided for under the Medical Act of 1950, came 
into force on January 1, 1953. Not unexpectedly, the 
beginning of this extension of the medical curriculum— 
for that is what it amounts to—has not been without its 
difficulties. Students, for instance, are responsible for 
finding their own posts, and many have discovered that 
what in theory should take a year, in practice takes far 
longer. Referring to pre-registration unemployment last 
October’ we reported that the average time taken for 
the prescribed year appeared to be about 15 to 18 
months. The principal delay occurs in the interval be- 
tween the first and second periods of employment. The 
students’ view? * on this matter was recently conveyed 
to the Minister by the British Medical Students Asso- 
ciation, and the Minister's reply* indicated that many of 
the initial difficulties were now sorting themselves out, 
and that over the country as a whole “ there are many 
more vacancies in house officer posts than applicants to 
fill them.” In view of this it seems that the pre-regis- 
tered doctor who is not too selective need fear no undue 
delay or hardship if, at all events, obtaining his first 
post—or the second if the Minister’s practical advice 
is heeded that application for this should be made well 
before the termination of the first post. 

The Act lays down that in order to gain the certificate 
required for full registration the pre-registered doctor 
must spend his regulation period of compulsory intern- 
ship in a resident ‘medical capacity in one or more 
approved hospitals or institutions. The resident posts 
must be in medicine and surgery, with the proviso that 
time spent in a midwifery post may count as time spent 
in medicine or as time spent in surgery. The Act goes 
on to say, somewhat optimistically, that an “ institution ” 
includes a health centre as defined in the United King- 
dom National Health Service Acts. According to a list 
1 British Medical Journal, 1954, 2, 976. 

2 Ibid., 1955, 2, 34. 

8 British Medical Students’ Journal, 1955, ®, No. 3, 4. 

* British Medical Journal l= gam g 1955, 2, 28. 

5 List of Approved Hospitals and Institutions and Recognized House Officer 
Posts, 1954, 2nd ed. General Medical Council, London. 


® List of Approved Hospitals and Institutions and Recognized House Officer 
Posts, 1952. General Medical Council, London. 
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published by the General Medical Council in 1954° there 
are 532 approved hospitals and institutions in England 
and Wales, 115 in Scotland, and 26 in Northern Ireland, 
totalling 673 in all for the United Kingdom and 39 more 
than recorded in a previous list® published towards the 
end of 1952. 4n these approved hospitals there are 1,208 
posts in medicine (including specialties), 1,492 in surgery 
(including specialties), 352 in midwifery, and 17 classified 
as mixed—a total of 3,069 and an increase of 301 over 
the number listed in 1952. There is no up-to-date ana- 
lysis of the specialties included under the headings of 
medicine and surgery, but in 1952 there were 171 posts 
listed as “ primarily medical” and 357 as “ primarily 
surgical.” The primarily medical posts included 89 in 
paediatrics, 17 in psychiatry, 14 in tuberculosis, 14 in 
infectious diseases, and 10 in dermatology; and the 
primarily surgical posts included 102 in orthopaedics, 
66 in otolaryngology and ophthalmology, 18 in 
ophthalmology, 58 in gynaecology, 50 in casualty and 
casualty and orthopaedics, and 21 in paediatrics. It 
may be assumed that the number and nature of these 
posts are broadly the same to-day. 

The high proportion of surgical posts is striking. This, 
and the fact that surgery seems to be the least popular 
of the pre-registration subjects, goes far to explain the 
general complaint that medical and midwifery posts are 
more difficult to obtain. The British Medical Students 
Association has suggested* * that experience as a house- 
surgeon is of full value only to those who intend to 
practise surgery, and that instead of surgical appoint- 
ments there should be an option of appointments which 
combine two specialties. No doubt the B.M.S.A. had 
in its mind that the majority of pre-registered doctors 
eventually enter general practice and that regard for this 
should be had in the training provided in the intern 
year. Two specialties come immediately to mind—those 
of psychiatry and dermatology—as being ones in which 
future general practitioners would profit from greater 
experience. Yet the numbers of pre-registered appoint- 
ments in these special subjects, as the figures show, are 
at the moment very few. What posts are available must 
obviously to a large extent depend on the needs of the 
hospitals. But that is not to say that the pre-registered 
house officer should come to be regarded as just another 
pair of hands in the hospital service. It may be possible 
to find ways other than an appointment in a health 
centre for introducing in the last 3 or 6 months of the 
pre-registration year experience in general practice. 
Experiments in this direction should be encouraged. 





PUTTING ACROSS PREVENTIVE MEDICINE 


Two reasons are usually given for the falling off in 
recruitment to the public health service—lower pay 
than in other branches of the National Health Service, 
and, supposedly, lower professional status than that of 
clinicians or research workers. It is sometimes argued 
that the desired rise in status would come about auto- 
matically with an increase in salaries, but this view 
tends to ignore the fact that the teaching of preventive 
medicine (or social medicine or public health) still makes 


a 
only a small impact on the student mind compared with 
the drama which the clinician unfolds at the bedside or 
the surgeon at the operating table. In fact many young 
doctors leave their teaching hospital under the impres. 
sion that it is faintly reprehensible for a registereg 
medical practitioner to admit that other medical ‘acti. 
Vities attract him more than treating the sick. 

How then can the medical student best be taught the 
importance of medicine as a social science ? He is not 
likely to become enthusiastic about epidemiology unti] 
he knows something about aetiology, nor about preven. 
tive medicine until he has watched how diseases ryp 
their course in patients. Therefore social medicine must 
be taught along with clinical medicine, and by clinicians 
as well as by the staff of the department of preventive 
or social medicine. Dr. John Gordon gave sound advice 
when he said, “The teacher of epidemiology should 
always talk with a stethoscope round his neck.” But 
teaching alone is not enough: the student, if he is to be 
impressed, must see results as he sees them in the wards, 
To make this possible departments of medicine should 
“extend their research and practice into the community 
they serve and contribute to knowledge in a way that 
would have been impossible within the confines of their 
wards.”' This is not just a pious hope, for several 
speakers at the First World Conference on Medical 
Education described how it is being done, particularly 
in the U.S.A., where, for instance, at the University of 
Pennsylvania students maintain continuous contact with 
one family in health and disease for four years.* Here 
and there somewhat similar schemes are being developed 
in Britain, and there are in addition powerful advo- 
cates'** for more epidemiological research in the 
clinical departments of medical schools. Such field 
research would probably give many students a lasting 
taste for preventive medicine. 

But‘in London, as distinct from the provinces, there is 
one serious drawback to be overcome: no separate 
department of social and preventive medicine has been 
established in any London undergraduate school, and as 
recently as 1953 no socio-medical research was being 
undertaken in these schools. Commenting on this lack, 
the Social and Preventive Medicine Committee* of the 
Royal College of Physicians suggested that, when the 
appointment of a whole-time head of a separate depart- 
ment of social medicine was not practicable, London 
medical schools might well consider the possibility of 
obtaining teachers from the London School of Hygiene 
and of participating in its research activities. One of the 
aims of the department of public health at the London 
School of Hygiene is “ to make good general physicians 
in preventive medicine,” and nothing but good could 
come from a closer association in teaching and research 
between the London School of Hygiene and other 
London medical schools. 





1 Fletcher, C. M., Lancet, 1954, 1, 105. : 

2 Hubbard, J. P., Proceedings of the First World Conference on Medical 
Education, 1954, London, p. 747. 

3 Cruickshank, R., Lancet, 1954, 1, 105. 

4 Morris, J. N., British Medical Journal, 1955, 2, 395. 

5 The Teaching of Social and Preventive Medicine,” January, 1953. Progress 
Report of the Social and Preventive Medicine Committee of the Royal 
College of Physicians. : ; Bis 

® Report on the Work of the London School of Hygiene and Tropical Medicine 
for the Year 1952-1953, p. 69. 
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THE ENROLMENT IN MEDICINE 


The total number of names in the Medical Register on Janu- 
uary 1, 1955, was 83,899, an increase of 809 on the year, and 
of 4,182 on the average of the last ten years. Of this 
number 8,986 were Commonwealth and 1,794 foreign regis- 
trations. Of those registered in Great Britain and Ireland, 
England accounted for 40,509, Scotland for 21,213, and 
Jreland for 11,397. The number of persons who have been 
provisionally registered under section 6 of the Medical Act, 
1950, in the years 1953 and 1954 was 4,137; of these, 1,416 
went on to full registration before the end of 1954, leaving 
the total number provisionally registered on December 31 
at 2,721. Of the provisional registrations 109 were %n the 
Commonwealth list. 

Twenty years ago, in 1935, the number on the Register 
was 58,361, so that during that time there has been an 
increase of more than 40%, notwithstanding the removal of 
4,467 names in 1948 on the termination of temporary 
registration. The average annual number removed on penal 
erasure during the last ten years has been four ; during the 
previous ten years it was eight. 

The following table gives the position on the Register at 
the end of each of the last ten years : 


_ Added by Death or 

Year Registration Restoration Removal Total 

1945 ts 2,666 os il és i ‘ite 75,133 
1946 ais 2,237 ae 14 ai 1,092 = 76,292 
1947 - 2,787 - 10 _o + «ee bt 77,929 
1948 by 3,968 i 16 ae 5,621 me 76,292 
1949 ol 3,109 - 19 we 1,280 da 78,140 
1950 ea 3,160 « 45 " 1,123 a4 80,222 
1951 oa 3,075 «a 29 si 1,070 a 82,256 
1952 * 4,493 - 46 Fa 2,881 oa 83,914 
1953 a 507 es 99 ee 1,430 oe 83,090 
1954 2,222 i 152 1,565 83,899 


The high figures for removal in 1948 were due to the 
shrinkage of the temporary list following the passage of the 
Medical Practitioners and Pharmacists Act, 1947. 

The training of medical students is shared between the 
teaching hospitals and the universities. In London the twelve 
undergraduate teaching hospitals, and elsewhere in England 
and Wales the ten teaching-hospital centres in association 


with the universities, have been designated teaching centres. 


In Scotland hospitals are not designated as teaching hos- 
pitals; they all come under the jurisdiction of the five 
regional hospital boards, but provision is made for inclusion 
on the boards of management of nominees of the university 
on which the region is centred. {n Northern Ireland the 
duty is laid upon the hospitals authority—a body corporate 
—to provide Queen’s University, Belfast, with adequate faci- 
lities for medical teaching. 


Results of Examinations 

The results of the final or qualifying examinations in medi- 
cine, surgery, and midwifery in 1954 show that, taking all 
three subjects, the passes in the finals as a whole numbered 
1,936, and the rejections 1,029. (The figures for the Uni- 
versity of Wales, not available at the moment, are omitted 
from this computation.) The highest percentages of passes 
in the final examination as a whole were in the University of 
Dublin (87), of Aberdeen (86), and of Manchester (85). The 
highest percentage of passes in medicine was in Aberdeen 
(90), in surgery in Liverpool (89), and in midwifery in Shef- 
field (97). With regard to the three Conjoint Boards the 
percentage of passes in the final examination as a whole was 
as follows : English, 69 ; Scottish, 32; Irish, 48. 

In the examinations in anatomy and physiology in 1954 
the highest percentage of passes in the examinations was in 
Durham in anatomy (90), and in Bristol in physiology (88). 


Fees for Registration 


The fees payable to the General Medical Council for 
registration under the Medical Acts are £5 5s. on provisional 


registration, and on full registration in the case of a person 
already provisionally registered, £6 6s., or in the case of any 
other person £11 1]s. 

The address of the General Medical Council is 44, Hallam 
Street, London, W.1. 








UNDERGRADUATE EDUCATION 


“*. . . No part of medical education is so important as that 
of the undergraduate, and, if the foundations are not well and 
truly laid, and the broad basis of the objectives of under- 
graduate medical education not thoroughly appreciated, the 
role that the future practitioner will be called upon to play 
will not be fulfilled and the usefulness of the trained doctor 
will be limited.”—Sir A. L. Mupattar, Vice-Chancellor, 
University of Madras, in an address to the First World 
Conference on Medical Education, 1953. 


Two years’ experience has now been gained of the new 
system of registration brought in by the Mediczl Act, 1950, 
and the procedure seems to haye given rise to very little 
difficulty. The Dean of the London Hospital Medical Col- 
lege states that pre-registration house appointments have 
been fairly easily obtained by his graduates. This may in 
part be due to the fact that there are 38 pre-registration 
house-officer posts available at the teaching hospital, and 
therefore a considerable proportion of the students can 
obtain their first post there. At King’s College Hospital 
Medical School the pre-registration year has had little or 
no effect on the situation, inasmuch as the majority of the 
students took house jobs in the hospital before the Act 
came into being. But some difficulty has been experienced 
by students upon qualification in obtaining medical and 
obstetric posts when they have to look outside their own 
hospital. ; 

At St. Mary’s the pre-registration scheme appears to be 
working satisfactorily, and the difficulty expected in some 
quarters, that there might not be sufficient appointments 
available at any required time, has not been experienced. 
Most St. Mary’s students obtain an appointment and begin 
employment in an approved hospital within six weeks of 
passing their final examination. At St. Thomas's it was stated 
that the pre-registration year shows few signs of giving any 
trouble and has met with universal approval. House- 
physician appointments tend to be oversubscribed, whereas 
those for house-surgeons are “ two a penny,” owing, for good 
or ill, to the complete divorce of all surgical treatment from 
general practice. 

Registrar appointments in many hospitals, particularly the 
smaller ones, in the view of St. Thomas’s, need reviewing. 
The standard of applicant proves conclusively that they 
cannot seriously be regarded as training appointments for 
consultant status. They exist merely to lighten the load of 
routine and emergency work. “Surely much of this could 
be well done by general practitioners with specialist know- 
ledge, paid on a sessional basis at S.H.M.O. rates. This 
would help to break down the disastrous barrier erected 
by the National Health Service Act between hospitals and 
general practice, and encourage general practitioners to 
improve their knowledge of the branch of medicine in which 
they are particularly interested. Most doctors have special 
interests, but this does not mean they need or ever want 
to become consultants.” 

One suggestion which has been made with regard to pre- 
registration posts, that their allocation should be left to the 
Deans of the Schools, is not favoured in Birmingham. 
“We feel,” says the Dean, Professor A. P. Thomson, “ that 
after their long tutelage students should be encouraged to 
take responsibility for their own careers at the earliest 
possible moment.” 
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The following notes on some of the London medical schools 
are based en information supplied by the Deans. 

King’s College Hospital Medical School admits clinical 
students to read for the degrees of London, Oxford, and 
Cambridge. Students for the London degrees undertake their 
preclinical training at King’s College, London, where they 
have the advantage of associating with students of all 
faculties. King’s College Hospital at Denmark Hill, which 
has 500 beds, is situated in the heart of a residential area 
and has one of the busiest out-patient departments in 
London. Fifty medical students are admitted each year. 

In May last year the Medical School obtained the use of 
200 beds for undergraduate teaching in Dulwich Hospital. 
Three medical, two surgical, and three obstetric wards have 
been placed at the disposal of the Medical School, and in 
addition some of the gynaecological beds are available for 
teaching purposes. The teaching is undertaken by the con- 
sultants from King’s College Hospital and by some of the 
consultants on the staff of Dulwich Hospital. The hospital 
management committee at Dulwich has now received permis- 
sion to adapt an existing building as a new pathology labora- 
tory. Two full-time tutors, one in medicine and the other 
in surgery, help to co-ordinate teaching at the two hospitals. 
The medical school council has submitted plans to the Uni- 
versity for an extension to the Medical School adjacent to 
the present buildings. The object is to provide additional 
teaching and recreational facilities for the existing number of 
medical and dental students and to provide accommodation 
for a new medical professorial unit which it is hoped to 
establish early in the next quinquennium. 

The academic board has again discussed the respective 
advantages and disadvantages of three-monthly and six- 
monthly medical and surgical firms. It has always been 
the practice at King’s to have six-monthly firms, a survival 
of the apprenticeship system where the medical chief really 
knew his students, and, to that extent, was better able to 
assess their abilities and to teach them. The chief advantage 
of the three-monthly firms was the wider variety of teaching. 
Since the association with Dulwich Hospital every student is 
taught by three consultant physicians instead of two, and 
the Academic Board decided to make no change in the prac- 
tice of six-monthly firms in general medicine and general 
surgery. 

During the twelve months ending May this year 66 
students gained qualifying degrees in medicine of the Uni- 
versities of London, Oxford, and Cambridge (one with 
honours), and 10 gained qualifying diplomas. The second 
registrar-exchange scheme with the University of Toronto 
has been successfully completed. A senior registrar in the 
department of paediatrics spent six months in the University 
of Toronto and a Toronto graduate spent six months in the 
department of ophthalmology at King’s. 


Coat of Arms for the Royal Free 


For the first time for some years the Royal Free Hospital 
School of Medicine has had no major building work in pro- 
gress during the session, and the seal has been set as it 
were on this pause in expansion by the granting of a coat 
of arms incorporating the lion rampant and the rod of 
Aesculapius, and the motto Virtute Fideque. Work has, 
however, been proceeding on a new athletic ground at En- 
field, and at the Royal Free Hospital itself work is proceed- 
ing rapidly on the restoration of the Victoria Wing, which 
will give additional beds and side-rooms for the wards. 

On the student side there has been a revision of the intro- 
ductory clinical course ; teaching in gynaecology, paediatrics, 
physical medicine, and neurology has been added to the 
instruction in medicine and surgery. At the School, dental 
students have been admitted to the first- and second-year 
courses under a scheme of association with the Royal Dental 
Hospital School of Dental Surgery. During the year 65 
medical students have qualified, five gaining honours in the 
final M.B., B.S. examinations in April and October. 


The School has received a number of most generous 
legacies and personal gifts during the year. As the result 
of a bequest the Barrett Research Scholarship has been 
founded, and the first award will be tenable in the depart- 
ment of physics. Gifts of £1,000 from the late Dr. Mabe} 
Ramsay and of £100 from Mrs. Macdonald will be added to 
a fund used to help older students who may not qualify for 
State grants. A legacy of £1,000 from Dr. Charlotte Brown 
has provided an endowment for an annual prize for a piece 
of clinical research carried out by an old student of the 
School, and Mrs. Gunning, another old student, has offered 
prizes to the value of £100 to be awarded for an essay on a 
dietetic subject. 


High Application Rates at the Westminster 


At Westminster Hospital Medical School the number of 
clinical students is 198, of whom 10 are women ; 68 students 
are doing their preclinical studies at King’s College with a 
view to entering Westminster for the clinical period. Some 
560 applications were received last year for an annual entry 
of 65. The Westminster teaching group comprises the West- 
minster Hospital, with 430 beds in which clinical practice in 
general medicine, surgery, and obstetrics is undertaken (the 
orthopaedic, ophthalmic, and ear, nose, and throat depart: 
ments are also in the main hospital) ; the Gordon Hospital, 
with 100 surgical beds ; the Westminster Children’s Hospital, 
with 120 beds which provide full facilities for instruction in 
paediatrics ; and All Saints’ Hospital, with 50 beds for the 
practice of gynaecology and urology. A close affiliation with 
St. Stephen’s Hospital provides very valuable additional 
clinical practice in medicine. Practical midwifery is also 
carried out at St. Stephen’s Hospital, the Nelson Hospital, 
and St. Teresa’s Hospital. Instruction in fevers is given at 
the Western Hospital, Fulham. 

A scheme has been instituted on a voluntary basis at the 
Westminster by which students may reside for a fortnight 
with general practitioners in order to see the work of their 
practice. Special instruction in tuberculosis is provided 
by a fortnight’s residence at the King Edward VII Sana- 
torium, Midhurst. Instruction in mental diseases is given 
at the Netherne Hospital, Tooting. Forty vacancies a year 
in the Westminster Hospital teaching group have been re- 
commended for pre-registration posts ; competition for these 
is keen. 


Personal Teaching to Small Classes 


Extensive alterations to premises have been carried out at 
St. George’s Hospital Medical School, resulting in modern 
teaching and research laboratories, a students’ refectory and 
club, and an enlarged school housing its department of 
pathology in a new building of three floors. A fresh field 
of clinical teaching has been provided by the Grove Hospital, 
Tooting Graveney, designated to St. George’s in 1954 and 
now in progress of rapid conversion to a general hospital of 
320 beds. With this important gain, and by firmly resisting 
heavy pressure to increase the size of firms, the St. George’s 
tradition of personal teaching to small classes at the bedside 
is maintained. New playing fields and a pavilion are in the 
making and the various athletic and games clubs flourish 
strongly, while plans are in preparation to modernize such of 
the older premises as still remain and to expand by building 
beyond the present confines. All graduates, both men and 
women, have ezsily been found appointments of their 
choice. 

The past twelve months have seen no major developments 
at Middlesex Hospital Medical School. The number of 
applications for admission remains high, still far in excess of 
the number of vacancies available at all stages of the curri- 
culum. Students are admitted to do the whole course, 
beginning with instruction in chemistry, physics, and biology 
for the first M.B., or can come direct in the second M.B. 
departments if they have gained exemption from the first 
M.B. externally. Students from Oxford and Cambridge are 
also admitted twice in each year, in October and April, 
for the clinical course. Preclinical students start only im 
October. Candidates for admission to the School are 
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advised to make application 18 months to two years in advance 
of the date at which entry is required. The Middlesex School 
authorities have always aimed at close co-ordination in the 
teaching, and this is carried through from the preclinical to 
the clinical stages, and so the student is well equipped for 
the practice of medicine and also to take full advantage of 
any new knowledge which research may bring to light. 
There are a number of house appointments available within 
the hospital which are recognized for provisional registration 
purposes and are open to students on qualification, in addi- 
tion to the more senior posts open to those who have 
completed a full year’s provisional registration appointments. 


Integration of the Curriculum 


Further integration of the curriculum in the preclinical 
period has been introduced at the London Hospital Medical 
College, with consequent reduction in the amount of time 
spent on anatomy and physiology. This time has been used 
to institute lectures which will form a bridge between pre- 
clinical and clinical studies. It is the aim of the College 
to pursue this form of integration, including a closer associa- 
tion of anatomy and histology with pathology. The teaching 
of biochemistry is now at all stages the responsibility of the 
professor in that subject. 

The departments of physiology and anatomy now regu- 
larly run B.Sc. (special) courses in physiology and anatomy, 
and scholarships are given as a result of the second M.B. 
examination to enable suitable candidates to take part in 
these courses. There is no doubt that these senior studies 
leading to the B.Sc. degree are of great value to students 
in their future careers. 

It is expected that a new research building wiil be opened 
in the autumn. which will give space for cancer research, a 
department of experimental surgery, including all facilities 
for work with radioactive isotopes, and many other research 
departments. This is a major project of considerable size 
and will greatly increase the facilities for research in all fields 
of medicine and surgery. 

The junior research fellowships which were established 
by the London Hospital Medical College last year to enable 
graduates who have done their house appointments to gain 
experience in and have opportunities for original research 
under supervision continue to be most valuable. They have 
already given rise to the publication of some excellent pieces 
of original work. 

At the London as usual the number cf applications for 
entry remains high. Application can be made at any time 
after reaching the age of 16 or passing the general certificate 
of education at ordinary level, whichever is the earlier. Ap- 
plicants are interviewed as soon as possible after receipt of 
the application form and are informed of the result of the 
interview in a few days. This policy is proving of ‘value, as 
applicants are not left in uncertainty about their chances of 
obtaining a place. Applicants who are unable to obtain first 
M.B. exemption at school spend one year at Queen Mary 
College, but the number who need do so steadily decreases. 
Entry into Queen Mary College for first M.B. work neces- 
sitates university entrance requirements, but application to 
go there should be made through the Medical College. 

At Guy's Hospital Medical School the first three years of 
preclinical studies are designed to prepare the student for the 
clinical work which will follow, and there is a close link 
between the departments of the school and the hospital. 
Oxford and Cambridge students are admitted for the three 
clinical years. The aim has always been to encourage 
responsibility from the moment the student enters on ward 
work. A three-monthly series of clerkships is arranged in 
the general wards and in special departments, so that students 
accept supervised responsibility for patients, and the 
emphasis is on bedside and out-patient teaching rather than 
on organized lectures. There are, however, lectures and 
demonstrations organized by the directors of the depart- 
ments of medicine, surgery, obstetrics, paediatrics, and anaes- 
thetics to cover the whole curriculum. Pre-registration 
appointments are available for the newly qualified. 


Extensions and Reconstructions 


There have been no outstanding events during the past 
year at St. Thomas’s Hospital Medical School. The first 
step in reconstruction will be completed by the end of the 
summer, when the students’ biochemical laboratory, balance 
room, and lecture theatre, all of which have remained almost 
unchanged for over 50 years, will have been completely 
altered and re-equipped to fulfil modern requirements. Plan- 
ning continues for further stages of- reconstruction to give 
more accommodation for libraries, lecture theatres, and staff 
laboratories. 

St. Mary’s Hospital Medical School recently celebrated its 
centenary, and a History of the School, written by Sir 
Zachary Cope, has been published. The book has been 
widely acclaimed, and the School has been fortunate to have 
this permanent record set out by one of its most distin- 
guished students. A centenary fund has been launched to 
raise money to help towards the extension of the present 
buildings, which were constructed in 1933, and to raise funds 
for research. So far over £100,000 has been subscribed or 
promised. Wilson House, a hall of residence for 88 students, 
was opened last session and provides much-needed accom- 
modation for clinical students. It is hoped that another 
nine houses will be altered next year to give similar accom- 
modation for preclinical students. The number of applica- 
tions for admission to St. Mary’s continues to be very large ; 
over 650 applications were received for entry for October, 
1955. 

Charing Cross Hospital Medical School has just com- 
pleted another successful year. Much-needed improvements 
have been effected in the structure of the school, and the 
whole of the pathological museum has been reconstructed 
so that morbid anatomy specimens will be shown as part 
of a complete clinical picture of the disease which they 
represent. The school refectory has been completely re- 
furnished and the kitchens have been modernized, so that 
the feeding arrangements in the school are very much better 
now than they have been for some years. On the academic 
side students and staff alike have worked hard in all the 
different departments. In consequence the pass list in the 
final M.B., B.S. has now reached 83%. In pathology it 
was 93%. On the athletic side the Rugby XV has im- 
proved out of all recognition and is confidently looking 
forward to a still better season in the forthcoming year. 

The preclinical departments of St. Bartholomew's Hos- 
pital Medical College are situated in Charterhouse Square, 
where also is the Students Union. At the adjoining hospital 
adequate facilities are available for instruction in all sub- 
jects, including pathology and midwifery. Over 100 hos- 
pital appointments are available each year for students who 
have passed their qualifying examinations. Clinical appoint- 
ments are available for undergraduates each quarter. 
Scholarships and prizes to the value of £2,000 are awarded 
annually. 

At University College Hospital Medical School all depart- 
ments are housed in University Street, W.C.1, with a 
students’ hostel in Gower Street. There is no diminution in 
the number of applicants for places. The school has 
recently acquired a new playing field at Hendon. 








THE OXFORD AND CAMBRIDGE ENTRY 


Oxford University Medical School 


The number of preclinical students admitted to Oxford 
each year is 76 (65 men and 11 women). Preliminary 
acceptance by a college is essential for any prospective 
student, as selection of students is made by a University 
committee to which names are submitted by the colleges. 
A minimum of three years’ tuition is spent in preclinical 
subjects, during which time students mix freely with mem- 
bers of other faculties. Students reading medicine at Oxford 
must qualify for a B.A. degree, and most of them do this 
by taking the final honour school of animal physiology. 
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This normally occupies one year after the first B.M. exam- 
ination in organic chemistry and anatomy and physiology 
has been taken. Having taken the B.A. degree, most 
students take a course in general pathology, bacteriology, 
pharmacology, and principles of therapeutics, lasting two 
terms, before beginning clinical studies which can be taken 
either at the United Oxford Hospitals or at one of the 
teaching hospitals in London or elsewhere. The whole 
course last 64 years. 

It was not until the outbreak of the last war with its 
disruption of clinical teaching in London that a full clinical 
school was established at the Radcliffe Infirmary. This 
development followed the generous benefactions of Lord 
Nuffield in 1936 by means of which professorial chairs in 
medicine, surgery, obstetrics and gynaecology, anaesthetics, 
and orthopaedic surgery were established and the hospital 
accommodation in Oxford was greatly expanded. At the 
present time the United Oxford Hospitals (Radcliffe Infirm- 
ary, Churchill Hospital, Oxford Eye Hospital, Slade Hos- 
pital for Infectious Diseases, Osler Pavilion, and Cowley 
Road Hospital) comprise about 1,200 beds. In addition 
the Wingfield—Morris Orthopaedic Hospital provides 230 
beds, and the city and county mental hospitals a further 900. 

The number of students entering the clinical course at 
Oxford each year is at present restricted to about 30, the 
object being to ensure a high degree of personal supervision 
with opportunities for practical experience. On completion 
of preclinical studies about one-third of Oxford students 
pass into the Oxford clinical school, the remainder going 
mostly to one of the London teaching hospitals. 

United Oxford Hospitals are able to provide the great 
majority of new graduates with house posts for the first six 
months of their pre-registration service. It is not possible 
to place such a high number of those wishing to carry 
out the second six months of this service in the same group 
of hospitals, though it has been possible in the past 
to place most of those applying for their second house 
job. 

In accordance with the report of the Goodenough Com- 
mittee in 1944 the University is aiming to change the pattern 
of the existirig clinical school to one of a special type in 
which unusual emphasis is placed on the scientific approach. 
This will be in keeping with the type of scientific education 
provided in the preclinical departments and especially in 
the honour school of animal physiology. The case for this 
change has been set out in a letter to the Ministry of Health 
in which it was stated that it would not be possible to 
proceed on the lines proposed until the University depart- 
ments had adequate facilities in the teaching hospital and 
adequate control of academic policy. The University has 
suggested that ultimately the greater part of the beds in 
the Radcliffe Infirmary should be under the direction of 
full-time staff appointed by the University; that the Rad- 
cliffe Infirmary should concentrate on supplying those ser- 
vices which were likely to prove most valuable from the 
point of view of teaching and research; and that the 
University should have a larger voice in determining the 
policy of the teaching hospital. ‘ 

Meanwhile the Queen has been graciously pleased to 
appoint Professor Pickering, professor of medicine in the 
University of London, as the Regius Professor of Medicine. 
Professor Pickering, who will take up office in 1956, suc- 
ceeds Professor A. D. Gardner, who has held office since 
1948. New laboratories and offices are now being built 
in the Radcliffe Infirmary for the Regius Professor, and the 
board of governors has agreed to place at his disposal 35 
beds. A much larger department than at present is also 
being built for the Nuffield Professor of Clinical Medicine 
which will result in the professor’s needs being fully met 
within the main teaching hospital. The newly appointed 
Nuffield Professor of Surgery, Professor P. R. Allison, will 
also have a new department which will consist of twin 
theatres and laboratories above two existing wards in the 
hospital now being converted to meet the professor’s special 
needs. Accommodation for the Departments of Clinical 
Biochemistry and Pathology are to be expanded. 


Cambridge University Medical School 


To become an undergraduate member of the University 
of Cambridge a student must have been accepted for ad- 
mission by one of the constituent colleges or by Fitzwilliam 
House, the non-collegiate body. Most of the colleges wil] 
not admit candidates for the degree of M.B., B.Chir. unless 
they have passed or secured exemption from three parts 
of the first M.B. examination. All college entries are sub- 
ject to a university quota, and the number wishing to enter 
continues to exceed the number of places available (about 
220 per annum), 

Instruction in the preclinical subjects for medical degrees 
is given in the departments of anatomy, biochemistry, botany, 
chemistry, pathology, pharmacology, physics, physiology, 
and zoology. At present it is not possible to provide organ- 
ized facilities for undergraduates to complete the full clinica] 
course in Cambridge, and this is ordinarily taken in Lon- 
don or at one of the larger provincial teaching hospitals, 
The regulations for the M.B., B.Chir. degree require three 
years’ residence in Cambridge during the preclinical period. 
Before a candidate can be admitted to the final M.B. he 
must obtain honours in a tripos (or, if over standing for 
honours, he must reach the honours standard in Part I of 
the natural sciences tripos). The medical student will com- 
monly therefore read for Part I of the natural sciences tripos 
in the subjects of anatomy, physiology, and one or more 
other subjects, or two half subjects, and will take it in his 
second or third year, thus incidentally completing his qualifi- 
cation for the B.A. degree on keeping the necessary terms.. 
In addition to obtaining honours in the tripos he must also 
reach a qualifying standard in anatomy and physiology. A 
student who obtains honours in Part I of the natural sciences 
tripos but does not reach the qualifying standard in those 
subjects, or who has obtained honours in some other tripos, 
must pass a qualifying examination in anatomy and physio- 
logy, and all students must also pass an examination in 
pharmacology before they can be admitted to the final M.B, 
examination. In the normal course a candidate will take 
Part I of the final M.B. examination two years and three 
months or more after beginning his clinical studies away 
from Cambridge, and Part II two years and nine months 
or more after. 

The long vacation courses held each year in July and 
August provide instruction at Addenbrooke’s Hospital in 
elementary clinical methods and introductory psychology 
(including practical demonstrations) during the period of 
transition from preclinical to clinical studies. The course 
in elementary clinical methods is concentrated on instruc- 
tion in the simple technique of making a proper examina- 
tion of patients attending the general and special depart- 
ments of a hospital. Lectures are included on “ The Career 
of Medicine,” “The Social Background of Disease,” 
“ Epidemiology,” and “The Practice of Medicine in the 
Home.” 





MEDICAL SCHOOLS IN ENGLAND AND 
WALES 


At the Birmingham Medical School there has been no diffi- 
culty in making arrangements for the pre-registration year. 
There was slight delay in a few cases in obtaining appoint 
ments as house-physicians, but in no instance did it amount 
to real hardship. With the help of the appeal fund to 
industry some progress has been made in extending the 
research work of the pathological department, and there 
have been some interesting developments in the department 
of clinical research on the Queen Elizabeth Hospital site, 
where new laboratories for experimental psychiatry 
and for cancer research are in course of erection. At 
the General Hospital a department of research has been 
instituted and will eventually take over the laboratories 
formerly occupied by workers from the department of phar- 
macology. Considerable attention has been devoted to 
possible changes in the curriculum since the General Medical 
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Council announced that it was prepared to revise the 
recommendations dated 1947, 

This year has seen the introduction of the revised clinical 
curriculum at the University of Leeds, and in October, 1955, 
the new preclinical curriculum will begin. It will now be 
possible for able. students to obtain total exemption from 
the first M.B. course and examination. The preclinical 
course will now include organic and physical chemistry. 
The total length of the course is 54 years, and, for those 
who obtain exemption from the first M.B. examination, 
44 years. The year has also seen considerable activity in 
building. At the beginning of last session the teaching labor- 
atories of the department of pharmacology were moved to 
temporary premises in space vacated by another department. 
At the same time a grant from the Wellcome Trust made 
possible a substantial reorganization, extension, and re- 
equipment of facilities for pharmacological research. These 
new research laboratories were opened in January by Sir 
Henry Dale. 

Meanwhile an extension is being built, using part of the 
courtyard of the School, to provide common rooms for both 
men and women students. The present common rooms 
will be used to provide much-needed additional space for the 
library. The Passey prize in art, to be awarded every third 
year to the Leeds student who submits the best piece of 
artistic work, was founded this year in commemoration 
of Professor Passey’s tenure of the chair of experimental 
pathology: and cancer research from 1926 to 1953. 


Curriculum Revisions at Manchester 


At Manchester University Medical School 93 new students 
were admitted in October, 1954, including 24 women. There 
was no diminution in the number of applicants. The curri- 
culum subcommittee of the Faculty has submitted a scheme 
for the revision of the curriculum, and it is hoped to intro- 
duce some of the changes during the coming session. 
Clinico-pathological conferences have been held for some 
time, and it is intended to experiment further with this type 
of teaching by introducing combined classes in which a 
number of departments will join. During the session the 
University has reluctantly been compelled to close Lister 
House, the resident hostel for medical students. The duties 
normally undertaken at Lister House will now be covered 
by a clinical apprenticeship. It is stated that at Manchester, 
on the whole, the system of pre-registration appointments 
appears to function quite smoothly. 

Structural alterations within the University of Sheffield 
have permitted the rehousing, in an adequate manner, of 
the department of pharmacology and thefapeutics, and the 
space thereby freed, adjacent to the department of anatomy, 
will allow for much-needed expansion of that department. 


' Building is proceeding satisfactorily in connexion with the 


new teaching block at the Sheffield Royal Infirmary. The 
University was pleased to welcome as a visiting lecturer 
in the department of medicine for a period Dr. F. M. 
Davenport, Associate Professor in the Department of 
Epidemiology in the University of Michigan. Reference 
was made last year to the Fellowship established by the 
Nuffield Foundation to enable a senior research worker to 
be attached to the Sheffield Centre for the investigation and 
treatment of rheumatic diseases. It has now been decided 
to invite Dr. H. F. West, already director of the centre, 
to take up this Fellowship on a part-time basis, reducing 
correspondingly his hospital commitments. 


Extensions at Durham 
In the University of Durham the new extension to the 


south wing of the Medical School was completed in time 


for it to be occupied by the department of physiology at 
the beginning of the academic year. Plans for extension 
of the north wing of the Medical School to house more 
adequately the department of anatomy are now being con- 
sidered, and it is hoped that before long a start will be 
made on this stage of building development. The extension 
to the department of pathology, which is situated in the 


teaching hospital (the Royal Victoria Infirmary at New- 
castle) is now under way and will, it is hoped, be completed 
in 1956. This extension will afford the department increased 
facilities for teaching and research. 

During their final year students are now attached to 
selected hospitals in the region for a period of one month's 
residential clerking. This scheme has proved most popular 
with both students and hospital staff. During this period 
of hospital residence students are also attached for one week 
to selected practitioners in the area to learn at first hand 
something of general practice. 

Ten members of the University of Durham Medical 
Society visited Denmark during the Easter vacation. The 
visit lasted ten days and was a great success. In addition 
to ward rounds and visits to clinics in the teaching hos- 
pitals of Copenhagen the party was entertained most royally. 
A party of students from the School are visiting the Oslo 
Medical School and hospitals in Bergen during the summer 
vacation as part of the Norwegian student-exchange scheme 
and a party of Norwegian students from Oslo will be 
visiting Newcastle. 

The pre-registration year at Durham has operated 
smoothly ; no difficulty has been experienced in newly quali- 
fied practitioners obtaining suitable house-officer appoint- 
ments, and there is very little delay in obtaining these posts 
after qualification. There is perhaps a greater demand for 
obstetrical and medical jobs than for surgical posts, with 
the result that a number of the latter are not filled by pre- 
registration candidates. 


Liverpool and Bristol 


At the University of Liverpool 75 men and 24 women 
graduates were admitted to the Faculty of Medicine in 
October, 1954; of these 47 entered the first year and 52 
the second year. In spite of the publicity regarding possible 
overcrowding in the profession, there is no falling off in 
the number of applications for admission (665 last year, 
and over 700 during the current year). A revised final-year 
curriculum, which now includes three months’ orthopaedic 
dressing and one month each of senior medical clerking, 
senior surgical dressing, and casualty dressing, in addition 
to training in the “ specialties,” came into force this year, 
and a voluntary scheme whereby students become attached 
to local practitioners in order to obtain first-hand knowledge 
of general practice has been started. The first part of the 
new Medical School building at Liverpool is nearing com- 
pletion, and the departments of pathology, bacteriology, and 
pharmacology will. occupy their new premises before the 
next session opens, A lectureship has been established com- 
memorating the work of the first professor werent 
surgery in the University of Liverpool, Professor T. P. 
McMurray, former colleague of the late Sir Robert Jones. 

At Bristol the arrangements for pre-registration appoint- 
ments have worked smoothly: of the 58 graduates last 
session, 48 obtained their first posts in the region and the 
rest were successful outside. No one has failed to find the 
necessary two appointments. 


Medical Education in Wales 


For some years the Senate of the Welsh National School 
of Medicine has been concerned about students who fail 
in the degree examinations in anatomy and physiology but, 
having succeeded in these subjects for other qualifications, 
cease to sit the remainder of the degree examinations and 
decide to concentrate on these other qualifications. The 
readmission of such students, who usually do not pass the 
external preclinical examinations until it is too late for 
admission to the introductory clinical course held in the 
summer term, is inconvenient and unsatisfactory from the 
point of view of clinical education. The Senate has con- 
sidered, whether it should definitely refuse to readmit such 
students to studies, but so far has decided only to insert 
in the prospectus each year a statement that such a refusal 
may be imposed. 
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During the present year final arrangements were made 
for the Director of the Welsh Regional Public Health 
Laboratory of the Medical Research Council to be professor 
of bacteriology in the School, and Dr. Scott Thomson was 
appointed to.the chair. The School is supplementing his 
staff, and he will continue in charge of the clinical bacterio- 
logy of the Cardiff Royal Infirmary and the general public 
health bacteriology in addition to his teaching and research 
responsibilities. 

Although the Minister announced in Parliament in 
February that the new teaching hospital for Cardiff had a 
high measure of priority, the Ministry considers that its 
preparations are not sufficiently advanced to make financial 
provision for its beginning before 1958-9. This somewhat 
embarrasses the University and the School in connexion 
with new developments they may wish to start during the 
forthcoming grant quinquennium of the University Grants 
Committee. 

The problem of improvement in the courses and arrange- 
ments for the B.Pharm, degree, mentioned last year, has 
been solved by an agreement for an extended and improved 
curriculum to be conducted jointly by the University College 
of South Wales and Monmouthshire, the Welsh National 
School of Medicine, and the Cardiff College of Technology 
and Commerce. 
administration, the registration of students, and the present- 
ation for degree examinations. The regulations now provide 
for a four years’ course and the award of honours. 

Professor R. M. F. Picken, the “Provost of the Welsh 
National School, is retiring at the end of September. His 
departure will be greatly regretted ; he has done outstanding 
work for the School over a number of years. 








THE SCOTTISH SCHOOLS 


University of Aberdeen 


At the University of Aberdeen the course for the degrees 
of M.B., Ch.B. extends over six academic years. Courses 
in premedical and preclinical subjects are given in de- 
partments located in Marischal College and in Old Aberdeen 
providing instruction to science as well as to medical 
students. Laboratory and lecture courses in the three 
clinical years are given in the University Buildings on the 
Foresterhill site, where the main hospitals are, and clinical 
instruction is given in all the hospitals in Aberdeen, 

Few changes have taken place during the past year, 
though a number of important new projects are in course 
of completion or being planned. Considerable progress has 
been made jn building a new wing to the Royal Infirmary 
to provide accommodation, among other things, for an 
enlarged blood and fluid transfusion unit at present housed 
in the department of bacteriology. Plans have been pre- 
pared for a new workshop, a radioactive isotope unit, and 
a special research department in medicine in relation to 
midwifery, the last-mentioned to be staffed by the Medical 
Research Council and run under the honorary direction of 
the professor of midwifery. 

The number of students applying for admission each year 
tends to fall, but is still above the number of places avail- 
able. 

The four Scottish universities have been in consultation 
about the possibility of permitting certain candidates for 
admission to the Medical Faculty, under regulations to be 
made by each university, to sit the professional examination 
in physics, chemistry, and biology without attending uni- 
versity classes in these subjects. To enable this to be done, 
a new ordinance has had to be drafted and has already 
been approved by the Senatus Academicus. 

The policy of attaching students for a period of a month 
to general practitioners in the region continues to be suc- 
cessful. The fears which were expressed that the patients 
might object to such an arrangement have not materialized. 
Indeed, the general impression gained was that many patients 
enjoyed the experiment. The students, too, have proved 





The University College has undertaken the ° 
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tactful in their relations with doctors and their families, 
There is no doubt that this experiment has come to Stay, 

During the summer term a very successful postgraduate 
revision course for general practitioners was held and was 
attended by practitioners from all over the country. This 
course will be continued each year. 

So far as the graduates of the University are concerned, 
the pre-registration year is working well. The only difficulty 
which arises occasionally is the different starting times for 
house-officer posts in various regions. It is becoming 
obvious, however, that many of the regional boards have 
decided that the dates of commencement of these pre- 
registrations posts should be August I and February 1 of 
each year. The University of Aberdeen proposes to come 
into line with this, and from now onwards it should be 
easier for their graduates to get a second post without delay, 
Indeed, it might be advantageous if these dates were agreed 
upon by the appointments boards or committees throughout 
the whole country. A synchronization of this sort would 
help to solve most of the difficulties. 


University of Edinburgh 


At the University of Edinburgh, the past year has been 
one of continuing activity. The number of applicants for 
admission in October, 1955, to the course leading to the 
degrees of M.B., Ch.B. is as high as ever in relation to 
the number of places available. The number of suitably 
qualified applicants for admission to the School of Dental 
Surgery is somewhat disappointing, but this reflects a trend 
which has been noted elsewhere in the country at the 
present time. Students in medicine, dentistry, and veterinary 
medicine and surgery all attend the same first-year course, 
with professiona] examinations in physics and zoology in 
March and in chemistry and botany in July; and all 
students are governed by the same regulations relating to 
class and professional examinations. A new procedure for 
the selection of medical students has been adopted and a 
majority of applicants are required to appear for interview 
by a selection committee before admission to the faculty, 
Those applying for admission as students for the M.B.,, 
Ch.B. course beginning in October, 1956, should submit 
their applications to the Dean of the Faculty by Decem- 
ber 31, 1955. 

A limited number of undergraduate bursaries and scholar- 
ships are available to students in the Faculty of Medicine 
for the prosecution of advanced courses of study—for ex- 
ample, an Honours course of instruction for the degree of 
Bachelor of Science. ; 

The requirement by the General Medical Council whereby 
students, on graduating in medicine, must spend one year 
in pre-registration posts seems to have presented practically 
no difficulty so far as obtaining such posts is concerned. 
It is, however, too soon after the introduction of this re- 
quirement to comment on its general effects. 


University of Glasgow 


At Glasgow University the number of applications re- 
ceived this year for admission to the medical and to the 
veterinary schools shows little change from last year and 
is still in excess of the number of available places. Applica- 
tions for admission to the Dental School, which for the 
past year or two have been disappointingly few, show a 
slight but welcome increase this year. In the Medical School 
the major development of the year has been the opening 
of a new department of surgery at the Western Infirmary. 
This building, which conveniently adjoins the Gardiner In- 
stitute of Medicine, will offer greatly increased facilities for 
postgraduate study and research. There have been no major 
changes in the medical curriculum, and this year has seen 
the graduation of the first batch of students who have 
undertaken the six-year curriculum introduced in 1949, 
During the past year an organization has been set up where- 
by senior medical students may, during their vacations, 
obtain an attachment to a general practitioner for a period 
of at least a fortnight. In this region, where the number 
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of available approved house-officer posts exceeds consider- 
ably the annual university output of medical graduates, the 
arrangements for the pre-registration year are working 
smoothly and graduates appear to be finding little difficulty 
in obtaining posts without undue delay. 


University of St. Andrews 


In the School of Medicine of the University of St. 
Andrews instruction in the subjects of the clinical years of 
study is given in Dundee, while the premedical and pre- 
clinical subjects can be studied either at St. Andrews or at 
Dundee. The annual intake of students to the Faculty of 
Medicine is limited to between 70 and 80 to ensure that 
the excellent hospital facilities available are sufficient to 


‘allow of adequate clinical instruction being. given to each 


undergraduate, as advised by the Goodenough Committee. 
The laboratory accommodation in both preclinical and 
clinical years has been recently extended and provides good 
facilities for students. 

At both centres there are excellent student residences 
which accommodate undergraduates from all the Faculties. 
Medical students in their early years are encouraged to stay 
in a residence to obtain the great advantages of mixing 
freely with undergraduates of other faculties. As, in 
addition, many of the students come from England and 
distant parts of the world, these contacts are of great 
educational value. 








MEDICAL EDUCATION IN NORTHERN 
IRELAND 


In the Queen’s University of Belfast the principal develop- 
ment of recent years has been the opening of the new 
buildings of the Institute of Clinical Science in May, 1954. 
The buildings comprise the largest development in the 
University’s history since its foundation in 1845. 

The departments housed in the new building adjoining the 
existing pathological institute—medicine, surgery, obstetrics, 
child health, social medicine, and therapeutics—are now in 
full working order, and with the adjacent hospitals, the 
Royal Victoria Hospital, the Royal Maternity Hospital, the 
Royal Belfast Hospital for Sick Children, and the Musgrave 
Clinic, provide a centre of exceptional facilities for the 
clinical teaching of undergraduates and of research for post- 
graduates. 

During the year the medical curriculum, particularly the 
clinical years, came in for a good deal of review, and 
several changes were effected which are now in the experi- 
mental stage. 





C 





MEDICAL EDUCATION IN EIRE 


The School of Physic, Trinity College, Dublin, provides 
a complete training in the medical sciences in preparation 
for the degrees of M.B., B.Ch., and B.A.O. of the University 
of Dublin. Medical students are required to take a modi- 
fied Arts course leading to the degree of B.A. All courses 
and degrees are open to men and women alike. External 
students are not accepted. Outstanding recent develop- 
ments at Trinity College have been the establishment of the 
Moyne Institute of Preventive Medicine and of the new 
school of social medicine. 

The constituent colleges of the National University of 
Ireland are those of Dublin, Cork, and Galway. Between 
200 and 300 students graduate in medicine from these 
colleges each year. 

The Royal College of Surgeons in Ireland admits to the 
pre-registration classes approximately 100 students each 
year. The normal method of entrance is by competition 
in the preliminary examination, but“a limited number of 
places are given to those with exceptional qualifications and 
to certain students selected by the Colonial Office, to which 
all colonial students should apply, since, owing to limitation 
of numbers, they cannot be admitted to the entrance exam- 
ination. Nearly all students take the Irish Conjoint Board’s 
examination, but some take in addition the London exam- 


inations. Medical examinations are carried out on students 
at the beginning of the pre-registration year, and again 
before the clinical years begin. Two doctors give free 
medical care to students. 

The licentiateship of the Apothecaries Hall of Dublin 
(95, Merrion Square) entitles to registration under the 
Medical Act, 1886. It enables the holder to practise phar- 
macy as well as medicine, surgery, and midwifery, which 
means that he may, if he desires, open a medical hall. But 
this applies only to people who are qualifying to become 
apothecaries—that is to say, doctors—not pharmaceutical 
chemists. The Hall is an examining body only. 








, 


SOCIETY OF APOTHECARIES 


The Society of Apothecaries of London (Apothecaries 
Hall, Black Friars Lane, E.C.4) confers a diploma 
(L.M.S,S.A.Lond.) registrable under the Medical Act, 1886. 
Examinations for the final subjects are held monthly, except 
in September, and examinations in anatomy, physiology, and 
materia medica are held quarterly. 








HIGHER DIPLOMAS 


The Royal College of Surgeons of Edinburgh (18, Nicol- 
son Street) has a two-part examination for its Fellowship. 
The Royal Faculty of Physicians and Surgeons of Glasgow 
grants, after examination, a Fellowship qua physician and 
a Fellowship gua surgeon. The examinations are clinical, 
written, and oral, 

The ¢aculty of Radiologists (45, Lincoln’s Inn Fields, 
London, W.C.2) offers a Fellowship (F.F.R.) to medical 
graduates of five years’ standing who have spent at least 
one year in general clinical work at approved hospitals, 
hold a radiological diploma, and, since obtaining it, have 
practised radiology exclusively for at least two years, Can- 
didates are required to pass an examination. Those who 
hold higher medical or surgical qualifications may be ex- 
empted from the examinations in general medicine, general 
surgery, and pathology. 


a 
— 


COURSES AND EXAMINATIONS 


A major development at the Royal College of Surgeons of 
England is that the College is proposing to organize a full- 
time clinical surgery course. This will extend over a period 
of eight weeks during September and October, 1955, and 
March and April, 1956, and will be held at the Central 
Middlesex and West Middlesex Hospitals. Only 20 candi- 
dates will be accepted for this course. 

A course of instruction in homoeopathy for medical practi- 
tioners and senior students, arranged by the Faculty of 
Homoeopathy, begins at the Royal London Homoeopathic 
Hospital (Great Ormond Street, W.C.1) on October 13. It in- 
cludes lectures on homoeopathic prescribing and on homoeo- 
pathy in theory and practice, also clinical tutorials for 








‘practical instruction in homoeopathic practice. The lectures 


deal with subjects required for examination for the Diploma 
of Membership of the Faculty. 








APPOINTMENTS OVERSEAS 


Medical Branch of Oversea Civil Service 


Openings in the Medical Branch of the Oversea Civil Ser- 
vice occur in all parts of the world, the largest number 
being in Africa. Candidates must normally be British sub- 
jects whose names appear on the Medical Register. For 
permanent employment they must be under 40 or 45 years 
of age (varying according to the age of retirement in the 
territory, which in most territories is 55). Short-term con- 
tract appointments are available for candidates above the 
age limit and for those who do not wish to commit them- 
selves to a Colonial career from the outset. In many 
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Colonial territories there is a scheme whereby doctors in 
the National Health Service may take temporary posts up 
to six years without loss of National Health Service pension 
rights. A resettlement grant is payable at the end of their 
Colonial service, but those eligible for and desirous of trans- 
fer to the permanent and pensionable establishment of the 
medical branch of the Oversea Civil Service may do so, 
with the agreement of their employing Governments. 
Officers appointed on permanent terms are often required 
to take a course in tropical medicine and hygiene either 
before going overseas or during their first furlough. 

A large number of specialist appointments exist in the 
Medical Branch of the Oversea Civil Service. These are 
normally filled from members of the Service, and senior 
administrative appointments are almost entirely filled by the 
promotion of serving officers. The total number in the 
various Government medical departments amounts to more 
than 800, and an even larger number of officers are ap- 
pointed locally. Vacancies for women doctors arise from 
time to time, particularly for those with special experience 
in obstetrics, school health, child welfare, and nutrition. 

Full particulars of terms and conditions of service may 
be obtained from the Director of Recruitment, H.M.O.C.S., 
Colonial Office, Sanctuary Buildings, Great Smith Street, 
London, S.W.1. 


University Education Overseas 


The Inter-University Council for Higher Education Over- 
seas was established, under a slightly different title, in 1946, 
with the object of assisting the development of universities 
within British territories which are, or recently have been, 
Colonies. A report of the nine years’ work of the Council 
has recently been presented to the Secretary of State for the 
Colonies." 

There are to-day in British Colonial territories and the 
Sudan three universities—Malta, Hong Kong, and Malaya— 
and five university colleges—those of the West Indies, of 
the Gold Coast, of Ibadan (Nigeria), and Khartoum, and 
the Makerere College, the University College of East Africa, 
To these has recently been added the newly established 
University College in Salisbury for the Federation of 
Rhodesia and Nyasaland. Apart from the last-named there 
were in these universities and university colleges in 1954, 
4,572 students. 

The three universities award their own degrees. The other 
institutions which have developed as university colleges have 


» no power to award degrees, but their students pursue courses 


leading to the degree examinations of the University of 
London under the arrangement known as special relatien- 
ship. Strong links have been formed between these Colonial 
institutions and the British universities, extending to ex- 
change of staff. 

All the institutions except the University College of the 
Gold Coast have faculties of medicine. Only Malta and 
Malaya provide courses in dentistry. As an international 
guarantee of standards and for the practical advantage of 
inter-availability within the system of reciprocity, most of 
the Colonial medical schools have aimed at securing recog- 


nition by the General Medical Council of their degrees or - 


awards. The degrees of Malta, Hong Kong, and Malaya 
and the diploma of public health of Malaya enjoy this privi- 
lege. The policy of the medical schools of the West Indies 
and of Ibadan is to provide courses leading to the degrees 
of the University of London which are registrable in Great 
Britain. 

The medical qualification awarded at Makerere did not 
until recently admit its holder to the local registers in East 
Africa, but in 1953 local legislation recognized the licen- 
tiate as a qualification for these registers, and the next step 
will be to invite the General Medical Council to consider 
whether it can grant recognition. The Khartoum award 
has always been a locally acceptable qualification in the 
Sudan, and General Medical Council recognition has not 
been sought; it has enjoyed recognition from the Royal 
Colleges in England, so that its holders can now sit without 





2 Cmd. 9515. London, H.M. Stationery Office, 2s. 6d. net. 


further training for the Colleges’ primary qualification ang 
proceed to the higher qualifications. The position in dentis. 
try is similar to that in medicine, and the degree in dentistry 
awarded by the University of Malaya is recognized by the 
Dental Board of the United Kingdom. 

The number of students in medicine in 1954 for each of 
the universities and university colleges was as follows: 


Men Women 
Royal University of Malta... os ‘x 103 3 12 
University of Hong Kong... - ‘a 278 po 47 
University of Malaya bin x ah 354 wa 53 
University College of Khartoum... ea Mises 3 
Makerere College, University College of East 
Africa ae “ “ Fd + 35 i“ 1 
University College, Ibadan .. “a a 161 . 4 
University College of the West Indies .. 120 “ 34 


Missionary Service 


For doctors with a call to dedicated service, the mission 
field offers great opportunity for the exercise of medical 
knowledge and skill where the need is greatest. Though the 
financial rewards are small, a Christian doctor will find this 
work immensely satisfying. Any who have this service in 
view are advised to spend eighteen months or two years 
in resident appointments after qualification. Special mis- 
sionary training is required by some of the societies, 
Although long service is preferred, short-term offers are 
considered by most societies. Application may be made to 
any of the missionary societies, or to the Secretary of the 
Medical Advisory Board, Edinburgh House, 2, Eaton Gate, 
London, S.W.1, or to the Secretary, Medical Missionary 
Association, 31, Bedford Place, London, W.C.1. 





_ 





MEDICAL SERVICE OF THE L.C.C, 


The London County Council, which is the largest local 
authority of the country, employs in its Public Health De- 
partment about 100 whole-time and 500 part-time medical 
officers. The duties of those holding the whole-time ap- 
pointments in the higher grades are mainly administrative. 
Generally speaking, the senior officers have graduated 
through the clinical field and have special knowledge in at 
least one branch of the service. The medical officers (re- 
cruitment grade) are mainly engaged in the school health 
and maternity and child welfare services. Suitable qualifica- 
tions are the D.C.H. and the C.P.H. or D.P.H. Arrange- 
ments are made for some of the officers to have clinical 
responsibilities at hospitals and to gain experience of 
environmental health services in the metropolitan boroughs. 
The part-time officers are employed in a variety of work— 
for example, in residential nurseries, welfare institutions, 
staff examinations, sessional work at clinics, and in school 
medical inspection, By arrangement with the London 
School of Hygiene, the Institute of Child Health, and several 
undergraduate schools, students have the opportunity of 
gaining experience in the Council’s various services. 


Salaries and Titles 


The salary scales of the Council's medical staff have 
recently been revised. The salary of the medical officer of 
health to the Council is now £4,250 a year. That of the 
deputy medical officer of health is on the scale £2,575- 
£250 (biennially)-£3,075. For divisional medical officers 
the salary scale varies according to the population of the 
nine divisions in the London area. In divisions which have 
a population of up to 400,000 the scale is £1,665-£2,080 ; 
and for those with a population of over 400,000 it is £1,765- 
£2,130. A divisional medical officer who is also medical 
officer of health for two boroughs receives £2,600—£2,850. 
A deputy divisional -medical officer in divisions with a 
population up to 400,000 receives £1,515-£1,830; and in 
divisions with a population above that limit, £1,565-£1,880. 
The scales for other grades are: senior principal medical 
officer, £2,225-£2,425 ; principal medical officers and psy- 
chiatrist (whole-time), £1,815-£2,130; assistant principal 
medical officers £1,425-£1,675 ; and medical officers, £975- 
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£1,375. The remuneration of medical staff holding mixed 
appointments—that is, including some work, for metro- 

litan borough councils—is determined in accordance with 
a Whitley Council formula. 
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POSTGRADUATE EDUCATION 
ARRANGEMENTS FOR STUDY LEAVE 


Provision is made in the National Health Service for the 
continuing education of hospital medical staff, general prac- 
titioners, and local authority medical officers by courses of 
postgraduate instruction and other means. 


Hospital Medical Staff 


Paragraph 18 of the “ Terms and Conditions of Service of 
Hospital Medical Staff (England and Wales),” 1949, refers to 
leave for study, attendances at conferences, etc. Similar 
conditions apply in Scotland. 


(i) ‘ Study ’ leave must be for the purposes of study (including 
research), teaching, examining, taking examinations, visiting 
clinics, or attending meetings or conferences of a wholly scien- 
tific or clinical character. Where study leave is granted with 
pay the officer must not undertake any remunerative work without 
the special permission of the leave-granting authority. 

“ (i) Subject to these conditions, study leave may be granted 
on the following basis : 

“ A. For short periods of one or two days, but in exceptional 
cases up to a maximum of seven days: (1) Without pay or 
expenses—in the case of officers appointed by a regional -hos- 
pital board, at the discretion of the board, unless authority 
has been delegated to the hospital management committee ; 
in other cases at the discretion of the management committee 
or board of governors. (2) With pay but without expenses— 
at the discretion of the board unless authority has been 
delegated to a hospital management committee. (3) With pay 
and expenses—at the discretion of the board subject to (iii) 
below. 

“B. For periods exceeding seven days but not exceeding 
‘thirteen weeks : (1) without pay or expenses and (2) with pay 
but without expenses, both at the discretion of the board, (3) 
with pay and expenses—at the discretion of the board, subject 
to (iii) below ; provided that : (a) where an officer is employed 
by more than one board the leave must be approved by all the 
boards concerned ; (b) where leave with pay is granted for 
a period in excess of three weeks, half of the excess shall be 
counted against the officer’s annual leave entitlement, the officer 
being allowed for this purpose to carry forward annual leave 
not exceeding three weeks in all from the immediately preced- 
ing leave year ; (c) except in the case of leave granted to officers 
in order to allow them to act as examiners in examinations 
held by universities or medical corporations for the purpose of 
granting medical or dental degrees or diplomas, not more than 
one period of paid leave shall be granted to one officer in any 
one leave year. 

“C. For periods exceeding 13 weeks: (1) without pay or ex- 
penses—at the discretion of the board, provided that, where 
an officer is employed by more than one board, the leave must 
be approved by all the boards concerned ; (2) with pay but 
without expenses and (3) with pay and expenses, both to be 
referred to the Ministry for decision. 

“(jii) Where study leave is granted for the purpose of sitting 
an examination, no expenses (fees, travelling, or subsistence) will 
be payable.” 

Interpretation of Rules 


In 1950 the Ministry of Health sent a circular (R.H.B. 
(50)49, H.M.C. (50)48, B.G. (50)43) to hospital authorities 
giving guidance on the granting of study leave. The Depart- 
ment of Health for Scotland issued a similar circular 
(R.H.B.(S.) (51)3). These circulars stated that study leave 
could not be claimed as a right, and that; although intended 
to be available to all grades of staff, it should only excep- 
tionally be granted to house officers and junior registrars. 

In granting study leave hospital authorities are expected to 
take into consideration such things as the possible advan- 
tages to the N.H.S. generally and the specialist service in 
particular ; the suitability of the applicant to benefit from 
the leave ; the nature of the course, meeting, or conference 


for which leave was asked ; the opportunities of the appli- 
cant to keep abreast without study leave ; and the frequency 
of application of any one individual. 


In considering applications for prolonged leave to work 


in a hospital abroad, hospital authorities must satisfy them- 
selves that the applicant’s status is such that he will profit 
from the experience, and that he will maintain the prestige 
of British medicine. The applicant should be at least of 
senior registrar status. 


Hospital authorities have discretionary power to pay the 


study leave expenses of hospital medical staff, but the funds 
are not unlimited and have to be used with discrimination. 


General Practitioners 
Under the National Health Service Act the Minister of 


Health is empowered to provide postgraduate refresher 
courses for general practitioners in the N.H.S. in England 
and Wales, and to make payment towards the cost of the 
courses and towards the expenses of those attending them. 
Responsibility for organizing the courses rests with the 
universities and medical schools. Similar arrangements exist 
in Scotland. 


The courses for which money from public funds is avail- 


able are those advertised by universities and medical schools 
as especially arranged for general medical practitioners who 
are principals or assistants in the Service. These courses 
consist of any number of sessions, subject to a minimum 
of three and a maximum of 22 half-day. sessions, and may 
be (a) intensive whole-time courses; (b) short week-end 
courses, usually of three or four sessions; or (c) extended 
courses spread over a number of weeks or months. 


Conditions for Grants 
A grant, which includes the fee for the courses, is paid direct 


from the Ministry of Health to the university in respect of the 
attendance of a doctor at one course of 22 sessions, or any 
combination of shorter courses which does not exceed 22 sessions 
in any academic year (September 1 to August 31), provided, if 
he is a principal, he has not fewer than 500 (or in the case of a 
rural practice 250) persons on his National Health Service list, * 
or on his combined list if he is under contract with more than 
one executive council. The conditions for grants for assistants 
are that they should have been qualified for not less than three 
years and that the principals for whom they are working should 
be eligible under the conditions laid down for principals. 


A doctor who wishes to attend an intensive course should send 


form G.P.R.C.2 (revised), as long as possible before the course 
starts, to the postgraduate dean or director of the university 
concerned. Copies of form G.P.R.C.2 (revised) may be obtained 
‘from postgraduate deans or directors of universities. 


Application for a place on a week-end course or an extended 


course should be made to the hospital at which the course is 
being held. Where, however, the employment of a locumtenent 
is necessary prior application for approval should be sent on 
form G.P.R.C.2 (revised), as long as possible before the course 
starts, to the postgraduate dean or director of the university. 


Expenses 
The following expenses may be claimed by a doctor who 


qualifies for grant : (1) Subsistence allowances up to £1 a day 
if attendance necessarily entails absence from home at night, 
otherwise actual expenses up to 5s. a day. (2) The cost of 
journeys by public conveyance, including first-class fares for 
travel by railway. Where attendance at the course entails absence 
from home at hight, the cost of one first-class monthly return 
ticket only is allowed. Where attendance does not entail absence 
from home at night medical practitioners are expected to avail 
themselves of any special travelling facilities—for example, weekly 
season tickets. No mileage allowance is payable if a doctor 
travels by his own car, but the cost of such railway tickets as 
would otherwise have been required will be allowed. (3) Payment 
of a locumtenent where approved (normally for intensive courses 
only) up to a maximwm rate of 16 guineas a week (this does 
not apply to assistants). 


Form G.P.R.C.3 (revised) should be completed by the doctor 


after the end of the course, and forwarded to the postgraduate 
dean or director (or other university official through whom the 
course was arranged), who certifies to the Ministry that the doctor 
has attended the course. 
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Local Authority Medical Officers 


Under the “ Terms and Conditions of Service for Medical 
Officers in the Public Health Service,” additional leave with 
or without pay may be granted in special circumstances at 
the discretion of the local authority, including leave for the 
purpose of study or attending professional and scientific 
meetings. 

Local health authorities have been asked (Ministry of 
Health circular 12/54) to consider the advantages to their 
medical officers of attending those postgraduate courses for 
general practitioners arranged by universities and medical 
schools. It is pointed out that, in addition to keeping them 
in touch with developments in clinical medicine, attendance 
at such courses would help to bring local authority medical 
officers, general practitioners, and hospital medical staff into 
closer contact. Local education authorities have also been 
asked to make these postgraduate facilities available to 
school medical officers. 

The courses open to medical officers of local health 
authorities are normally short intensive week-end courses, 
usually of three or four sessions, and extended courses 
spread over a number of weeks or months and comprising 
from 3 up to 22 sessions. The courses are held in local 
hospitals, 

Universities, including the British Postgraduate Medical 
Federation, offered a limited number of places on courses 
during 1954-5 to medical officers of local authorities in the 
hospital regions. 

The Society of Medical Officers of Health arranges 
refresher courses in London and in the provinces for medical 
officers in the local authority health and school medical 
service. Information on these courses may be obtained from 
the Secretary of the Society, Tavistock House South, Tavi- 
stock Square, London, W.C.1. 





POSTGRADUATE COURSES 


“Courses and other facilities for postgraduate instruction 
are normally advertised in the medical press by the various 
organizations and authorities that provide them. Generally 
speaking, the universities and medical schools throughout 
Great Britain are responsible for most of the arrangements. 
Courses for general practitioners (ranking for Ministry 
grant) are arranged by the British Postgraduate Medical 
Federation and, in university centres other than London, by 
the deans of the faculties of medicine or directors of post- 
graduate studies, to whom application for further informa- 
tion may be made. 


Facilities in London 


In London the three Royal Colleges and the British Post- 
graduate Medical Federation (University of London) 
co-operate in providing postgraduate medical education, 
supplementing the opportunities available at the under- 
graduate schools and teaching hospitals. All postgraduates, 
including those from the Commonwealth and Empire and 
from foreign countries, may obtain the advice of the staff of 
the Central Office of the Federation (2-4, Gordon Square, 
London, W.C.1—as from December, 1955, the address will 
be 18, Guilford Street, London, W.C.1) on programmes of 
study and general arrangements. In addition to the Post- 
graduate Medical School of London at Hammersmith, with 
its university departments of general medicine, general 


surgery, and pathology, there are 14 postgraduate institutes . 


comprising the Federation. The provisions for study made 
by these are detailed below. The Royal Colleges also arrange 
courses of lectures in the clinical aspects of their specialties, 
and provide expert advice and guidance on suitable hospital 
appointments and programmes of study for candidates for 
their higher qualifications. 

Each of the Institutes of the Federation is associated with 
a special postgraduate teaching hospital or with one of the 





Royal Colleges. The number of students who can be 
admitted to the clinical practice of these hospitals is limited 
Resident clinical appointments are available to suitable 
students of the institutes and provide the most valuable form 
of postgraduate education. Selected graduates have oppor. 
tunities for research. At all the institutes courses of instruc. 
tion are given throughout the academic year ; these are syit. 
able for graduates in the early stages of their specialist 
education and also for those who have completed their prac- 
tical’ training. Two or more years of hospital work jn 
general medicine and general surgery after graduation are 
normally advisable before beginning work in the special 
branches. The work at the institutes is of an advanced type 
and is comprehensive enough to enable graduates with suit. 
able practical experience to prepare for higher degrees and 
diplomas. Emphasis is placed on clinical and laboratory 
teaching, supplemented by lectures and demonstrations, 
Each institute has a reference library and takes the current 
journals of its specialty. 

The Federation awards annually a number of travelling 
fellowships to graduates working in medical and dental 
schools or teaching hospitals of the University of London, 
for the purpose of studying abroad. Short courses for con- 
sultants for which no fee is charged are a recent innovation. 
at some of the institutes, and, in addition, short courses and 
other forms of continuing education for general practitioners 
and local authority medical officers are arranged at hospitals 
throughout the four metropolitan regions, with the assis- 
tance of the regional advisers in postgraduate medical 
education. The Federation has arranged a sixth series of 
advanced lectures, entitled ““ The Scientific. Basis of Medi- 
cine,” to be delivered two afternoons a week at the London 
School of Hygiene and Tropical Medicine during the autumn 
and winter terms of the 1955-6 session. The lectures are 
designed especially for research workers and specialists in 
training and are open to all medical practitioners without 
fee. 

Postgraduate students from abroad are advised to make 
their arrangements well in advance. Those who desire the 
assistance of the central office of the Federation should get 
in touch with the Director, Professor Sir Francis Fraser, at 
the address given above, as far in advance of their arrival 
in this country as possible. Those sponsored by their 
universities, governments, or other official bodies receive 
first consideration in the allotment of vacancies. Established 
specialists from overseas who are here for a short time, and 
who wish to see something of the practice of the country, 
are always welcome ; they are regarded as visiting colleagues, 
and the experts in their specialties are always ready to 
receive them and let them accompany them in their work 
and teaching. An information bureau of postgraduate acti- 
vities in London and other university centres is maintained 
at the central office. 


The Postgraduate Medical School 


The Postgraduate Medical School of London (Ducane 
Road, London, W.12) is associated with the Hammersmith 
Hospital. The teaching in the clinical departments, based on 
ward work, is continuous and is supplemented by lectures 
during three 10-week terms starting in January, April, and 
October. A course for the university diploma in clinical 
pathology, lasting one year, is available for a limited number 
of selected students. The department of radiology of the 
hospital provides courses for the diplomas in medical 
radiology of the Conjoint Board. There is also a course in 
anaesthesia, which lasts a year, and consists of lectures and 
clinical training. All these courses begin in October. Facili- 
ties for research are available for selected students. 


The Specialist Institutes 


The Institute of Basic Medical Sciences (Royal College of Sur- 
geons of England, Lincoln’s Inn Fields, London, .W.C.2) com- 
prises departments of anatomy, physiology, and pathology of the 
Royal College. It co-operates with other specialist institutes of 
the Federation in providing facilities for practical work and 
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instruction in basic medical sciences, and provides opportunities 
for research for selected graduates. Full-time or part-time 
courses of three months’ duration, suitable for candidates for 
higher degrees and diplomas, begin in February and September. 

The /nstitute of Cancer Research (Royal Marsden Hospital, 
Fulham Road, London, S.W.3) comprises the Chester Beatty Re- 
search Institute and the departments of physics and radiotherapy 
at the Royal Marsden Hospital. The institute is concerned with 
all aspects of research into the causation and treatment of cancer, 
with the training of research workers in this field, and with 
advanced teaching in biophysics and radiotherapy. Postgraduate 
lectures and courses of instruction in biophysics begin in October 
for students studying for the M.Sc. degree ‘in biophysics and for a 
diploma in medical radiotherapy. Facilities are available for re- 
search into the physical and biological foundations of medical 
radiology and into the clinical and pathological aspects of cancer. 

The Institute of Cardiology (35, Wimpole Street, London, W.1) 
is associated with the National Heart Hospital. Six appointments 
of the registrar type are offered each year to physicians in training 
as cardiologists who already have a sound grounding in general 
medicine. General physicians may enrol for full-time or part- 
time instruction for one term of approximately three months. 
There are two courses annually, beginning in April and October. 
Intensive courses of lectures and demonstrations, each lasting a 
fortnight, are held in February and November, and a fortnight’s 
course for general practitioners in June. 

The Institute of Child Health (Hospital for Sick Chi'dren, 
Great Ormond Street, London, W.C.1) is asseciated with that 
hospital and with the Postgraduate Medical School at Hammer- 
smith ; the Queen Elizabeth Hospital for Children, Hackney, also 
participates in the clinical teaching. The Province of Natal Model 
Welfare Centre recently opened offers facilities for the study and 
care of the healthy child. The Institute provides tuition through- 
out the year in three terms of three months each, beginning in 
January, April, and October ; in addition a series of lectures by 
specialists is given each term. Clinical clerkships are available 
for selected students. - 

The jnstitute of Dental Surgery (Eastman Dental Hospital, 
Gray’s Inn Road, London, W.C.1) trains dental practitioners 
in the special branches of preventive and therapeutic dentistry 
for children and adults. For candidates preparing for the F.D.S. 
of the Royal College of Surgeons courses lasting eight months are 
held twice yearly, beginning in November and May. 

The Institute of Dermatology (St. John’s Hospital for Diseases 
of the Skin, 5, Lisle Street, London, W.C.2) gives clinical teaching 
throughout the year in the out-patient department of St. John’s 
Hospital, and tutorials and ward instruction are given in the in- 
patient unit at the Eastern Hospital. There are also facilities 
for study and tuition in pathology, including mycology, radio- 
therapy, physiotherapy, and clinical photography. Advanced 
students can apply for clinical assistantships; which are com- 
petitive. A short course of lectures and clinical demonstrations 
is given in the summer months, and a longer and more systematic 
course in the winter. 

The Institute of Diseases of the Chest (Brompton Hospital, 
Fulham Road, London, S.W.3) is associated with Brompton and 
the London Chest Hospital. Students may enrol for one term 
or more on an approximately half-time course, and arrangements 
are made for students who intend to specialize in diseases of the 
chest to attend a whole-time comprehensive course during the two 
terms beginning in October and January. During the summer 
term there is a full-time advanced revision course. Courses 
consist of clinical work in wards and out-patient departments, 
lectures, and demonstrations. Two one-week courses for con- 
sultants in chest diseases and general medicine, etc., are held in 
July and September. A small number of students with adequate 
experience can be accepted for training in thoracic surgery. Part- 
time instruction in radiology of the chest is given each term 
for trainee radiologists only. 

The Institute of Laryngology and Otology (330, Gray’s Inn 
Road, London, W.C.1) is associated with the Roya! National 
Throat, Nose and Ear Hospital. A comprehensive full-time course 
lasting eight months is held twice a year, beginning in February 
and September : the first three months are devoted to a study 
of the basic sciences of the specialty, and the following five 
months are concerned with the clinical aspect of the subject. A 
part-time advanced revision course lasting 10 or 12 weeks, suit- 
able for students preparing for the higher qualifications, is held 
twice yearly, commencing in February and August. Courses in 
endoscopy and aural surgery are held occasionally. 

The Institute of Neurology (National Hospital for Nervous 
Diseases, Queen Square, London, W.C.1) is assoeiated with the 
National Hospital and the Maida Vale Hospital for Nervous 
Diseases. Teaching is mainly by attendance on hospital practice, 


supplemented by lectures and demonstrations. Two courses in 
clinical neurology are held annually, beginning in January and 
October. Clinical instruction in neurosurgery is given throughout 
the year. A course in the technique and clinical application of 
electroencephalography is held jointly with the Institute of 
Psychiatry twice a year. Courses of clinical demonstrations (two 
weekly) are held several times a year. 

The Institute of Obstetrics and Gynaecology (Chelsea Hospital 
for Women, Dovehouse Street, London, S.W.3) is associated with 
Queen Charlotte's, the Chelsea Hospital, and the Department of 
Obstetrics and Gynaecology at the Postgraduate Medical School. 
Teaching is based on ward work, supplemented by lectures and 
demonstrations during two terms of 13 weeks’ duration which 
begin in March and September. For students preparing for 
higher qualifications two intensive courses of a fortnight’s dura- 
tion are held in June and December. A week's course for 
general practitioners is held twice a year. 

The Institute of Ophthalmology (Judd Street, London, W.C.1) 
- So as with the Moorfields, Westminster and Central’ Eye 

ospital. In addition to teaching by means of attendance on 
the hospital practice, a routine lecture and tutorial course, nor« 
mally covering two terms of approximately 18 weeks each, is 
held twice a year, in March and October ; the first part of the 
course is devoted to anatomy, embryology, histology, physiology, 
optics, and elementary clinical instruction, and the second part 
comprises bacteriology, pathology, operative surgery, medical 
ophthalmology, and all aspects of ophthalmic disease. Part: 
time revision courses are held from time to time. Short courses 
are held in slit-lamp microscopy, orthoptics, and contact-lens 
practice. Clinical teaching and lectures are given at a higher 
level for advanced students, and there are facilities for research 
for suitably qualified candidates. 

The Institute of Orthopaedics is associated with the Royal 
National Orthopaedic Hospital, 234, Great Portland Street, Lon- 
don, W.1. A complete training in orthopaedics is afforded to 
selected graduates who have already been trained in general 
surgery and the basic sciences. Clinical appointments cover a 
period of two or three years, with opportunity for research. 
Advanced courses are held at various times during the year and a 
short revision course of a week’s duration in April and September 
in advanced clinical.orthopaedics is held. 

The. Jnstitute of Psychiatry (Maudsley Hospital, Denmark Hill, 
London, S.E.5) is associated with the Bethlem and Maudsley 
Hospitals. Training normally covers two or three years after 
experience elsewhere in general medicine, and is based on respon- 
sible hospital duties under supervision. Clinical training con- 
tinues throughout the year and includes seminars and case 
discussions. Students who, because of prévious experience, do 
not wish to take the comprehensive two-year course are able to 
attend a limited series of lectures and clinical instruction. For 
those who wish to specialize in child psychiatry a six-months 
course is held twice-yearly. A year’s course in abnormal psycho- 
logy for the university postgraduate diploma in psychology is 
available to holders of an honours degree. . There are facilities 
for original investigation under supervision in the clinical and 
other departments. 

The Institute of Urology (10, Henrietta Street, London, W.C.2) 
is associated with St. Peter’s, St. Paul’s, and St. Philip’s Hospitals. 
Comprehensive instruction is given in the wards, out-patient 
departments, operating theatres, and laboratories throughout the 
year. Weck-end courses of demonstrations and lectures are held 
from time to time for higher examination candidates. Lectures 
and demonstrations of clinical and laboratory materials are given 
in venereal diseases. Week-end courses in co-operation with 
members of the Medical Society for the Study of Venereal 
Diseases are held at intervals. In the winter months a series 
of lecture-discussions on urological subjects of interest to the 
whole profession is held weekly. Limited numbers of clinical 
assistants are appointed from time to time to individual surgeons 
for personal tuition, and there are also research assistantships. 


Oxford 


The postgraduate medical facilities in the University of 
Oxford continue in the main as they have done during the 
last four years. In the United Oxford Hospitals there are 
ward rounds every day in medicine, and medical concilia and 
clinical demonstrations weekly. In surgery there are ward 
rounds on three days a week and clinical demonstrations on 
one day. Conferences in clinical pathology take place once a 
week, and there are clinical demonstrations in chest diseases, 
infectious diseases, psychiatry, geriatrics, and plastic and 
orthopaedic surgery, and ward rounds in tuberculosis, radio- 
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therapy, and gynaecology. Doctors may attend the various 
clinics and other services on occasions convenient to them- 
selves, whether their attendances be spread over the academic 
year or concentrated into periods of a week or more. If 
there is sufficient demand for them short courses or con- 
ferences on special subjects are arranged during the spring 
and autumn months. The address of the Postgraduate 
Medica! Education Committee is 11, Keble Road, Oxford. 


Cambridge 

The School of Postgraduate Teaching and Clinical 
Research at Cambridge has its own administrative organiza- 
tion and is closely linked with the United Cambridge 
Hospitals. The Minister of Health’s recent decision to make 
an allocation of money for the development of a new hospital 
on the Hills Road site has been received with great satis- 
faction. The school includes departments of experimental 
medicine, human ecology, medicine, and radiotherapeutics. 
In the John Bonnett Clinical Laboratories the pathological 
and biochemical services of the United Cambriage Hospitals 
are provided by university teaching officers under the direc- 
tion of the professors of pathology and biochemistry. Post- 
graduate students may be attached to any department of 
the hospital for special training in a field of medicine or 
surgery for long or short periods. This applies also to the 
university departments of experimental medicine, human 
ecology, and radiotherapeutics, in which opportunity is 
afforded of working for a diploma or for carrying out a 
research programme with a view to obtaining a higher degree 
of the university, such as the Ph.D. Other teaching activi- 
ties organized by the medical school include a clinico-patho- 
logical conference held monthly, open to all members of 


. the staff of the teaching hospital and the various departments 


of the medical school and to other practitioners in the area 
who are interested. One-day symposia on subjects of par- 
ticular interest to general practitioners are held at monthly 
intervals throughout the academic year. Between October 
and July special sessions are devoted to teaching by all mem- 
bers of the consultant staff of the United Cambridge Hospi- 
tals. A small number of undergraduate students are ad- 
mitted to these teaching sessions. Residential courses in 
midwifery are now available for undergraduate and post- 
graduate students at the maternity hospital. 

All postgraduate courses and symposia are open without 
fee under a scheme of the Ministry of Health to practi- 
tioners who are under contract as principals with an execu- 
tive council of the National Health Service and who have 
not fewer than 500 (in the case of a rural practice, 250) per- 
sons on their N.HLS. list. Practitioners who do not qualify 
for a grant under the Ministry of Health scheme are, in 


' general, charged fees at rates corresponding with those which 


otherwise would have been payable by the Ministry. The 
Director of Postgraduate Education for the Cambridge 
region is the regius professor of physic, Sir Lionel 
Whitby. Further details of postgraduate and other facili- 
ties may be obtained from the secretary of the Medical 
School, Tennis Court Road, Cambridge. 


Durham 


The second part-time course for the D.P.H. at Durham 
commenced last October. Eight candidates are taking part 
and all were successful in passing the examination for the 
C.P.H. in March. The examination for the diploma will 
take place in March, 1956. 

Five trainee psychiatrists are taking the part-time course 
for Part I of the D.P.M. and will sit the examination in 
September. Most of the successful candidates will begin the 
full-time course for Part II in October and will take the 
examination for Part II in March or September, 1956, 
depending upon how far each candidate can, in the time, 
satisfy the university requirements regarding clinical experi- 
ence. Two students were successful in the Part ITI examina- 
tion held in March and thus qualified for the diploma. 

A joint psychiatric training scheme for registrars with 
Sheffield Regional Hospital Board has been instituted. Under 


this scheme practical experience under the supervision of 
senior consultants within the Board’s mental health service 
is provided and instruction in academic and clinical sub- 
jects is arranged by the Department of Psychological Medi- 
cine in this School. 

Over the past two years there has been a notable increase 
in the number of candidates for the M.D. Only graduates 
in medicine and surgery of the University of Durham of not 
less than two years’ standing are eligible for the doctorate. 

There has again been a big demand for postgraduate 
refresher courses for general practitioners. The Post- 
graduate Committee arranged four such courses during the 
year. Three of these consisted of 8 to 10 consecutive 
Wednesday or Thursday afternoon sessions in general 
medical subjects. The other was an intensive week-end 
course in paediatrics. In all of these courses emphasis has 
been laid on making the content attractive to practitioners, 
on bringing recent advances in treatment to their notice, 
and on promoting free discussion of the subjects. Cases 
were shown where this was practical, and in sessions dealing 
with obstetrics and child health ward rounds were arranged, 
Nearly 100 different practitioners in the region have attended 
these courses this year. 


Bristol 


At Bristol University the degrees M.D., Ch.M., and Ph.D. 
are open to medical graduates of other universities, but only 
to those candidates who have pursued original research in 
the University for not less than two years, and in effect this 
regulation means that these higher degrees are open only to 
those graduates of other universities who hold appointments 
on the staff of Bristol University or one of the local 
hospitals, The University grants a diploma in psychological 
medicine, and courses for the diploma are held when suffi- 
cient numbers of candidates apply. A few postgraduates 
are accepted for training for the D.M.R.D. and D.M.R.T. 
(Conjoint), and arrangements can sometimes be made for 
suitable candidates to hold a part-time post in the Bristol 
hospitals while doing the course. A course in child health 
lasting three months usually begins in October of each year. 
The refresher courses for general practitioners have been 
continued successfully. In addition to Sunday morning 
lecture-demonsirations there have been two intensive week- 
end courses, one at Exeter and one at Cheltenham. 


Sheffield 


Weekly ward rounds for general practitioners are expected 
to continue at Sheffield, and two intensive refresher courses, 
each of a week’s duration, are planned for September. 
Courses for the D.M.R.D. and D.M.R.T. of the Conjoint 
Board are being carried on as before ; and less formal instruc- 
tion in paediatrics, general medicine, and general surgery 
can usually be provided, by arrangement, for approved 
applicants. The question of the interchange of senior regis- 
trars between teaching and regional hospitals is still being 
actively studied, and several interchanges have in fact been 
made ; but the whole problem is regarded as one requiring 
further study. 


Leeds 


In the University of Leeds extended refresher courses for 
general practitioners, comprising one half-day session a 
week for six weeks, and week-end refresher courses on 
special topics are arranged from time to time, both in the 
teaching hospitals and in regional hospitals. The University 
grants a diploma in psychological medicine, the part-time 
course for which covers eight academic terms. The secre- 
tary of the Postgraduate Committee is Dr. T. A. Divine, 
School of Medicine, Thoresby Place, Leeds, 2. 


Birmingham 
Refresher courses for National Health Service practi- 
tioners are held in the large non-teaching hospitals of the 
region, such as Dudley Road and Selly Oak Hospitals, 
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Birmingham, the Royal Hospital, Wolverhampton, the 
North Staffordshire Royal Infirmary, Stoke-on-Trent, and 
the Coventry and Warwickshire Hospital. These are 
extended courses of one or two half-day sessions a week for 
11 weeks. Occasional lectures are given at Hereford, Inten- 
sive courses on traumatic surgery are held at the Accident 
Hospital; a course for practitioners on the obstetric list is 
held at the Birmingham Maternity Hospital; and short 
intensive courses on industrial ophthalmology are held at 
the Birmingham Eye Hospital. A week-end course on 
paediatrics will be held at the Children’s Hospital in 
September. Birmingham University does not offer diplomas, 
but courses for the diplomas of the Conjoint Board are 
arranged from time to time when there are sufficient appli- 
cants, Numerous postgraduate students from abroad have 
been given facilities for higher education and research. The 
director of postgraduate education is Professor W. H. Wynn, 
F.R.C.P., Medical School, Birmingham, 15. 


Liverpool 


Full-time postgraduate’ courses have been held in Liver- 
pool in general surgery (15 practitioners attended), ortho- 
paedic surgery (18), anaesthesia (16), public health (18), 
radiodiagnosis (10), radiotherapy (5), and tropical medicine 
and hygiene (37). The course in psychological medicine (16) 
which was held this year for the first time has justified 
its inclusion in the organized postgraduate curriculum. 
Refresher courses for general practitioners—one week-end 
course (18) and four extended courses (average attendance 
over 40)}—have been held this session, and during March 
a full-time refresher course in paediatrics, lasting one week, 
was attended by 13 doctors working with the Merseyside 
local authorities. The course in general surgery is suitable 
for candidates who have already completed the primary 
examination for the F.R.C.S. The course in orthopaedic 
surgery is suitable for those who already hold the F.R.C.S. 
diploma and are working for the examination for the degree 
of M.Ch.Orth. The courses leading to the D.M.R.D. and 
D.M.R.T. extend over two years ; candidates are allowed to 
hold suitable approved hospital appointments during the 
second year. Similarly, in the course in anaesthesia, post- 
graduate students are found appointments in recognized 
general hospitals for the purpose of gaining practical experi- 
ence. There are two courses leading to the D.T.M.&H. 
each session, beginning in September and January, The two- 
years part-time course in psychological medicine, which can 
be taken in part or whole, is suitable for candidates for the 
- D.P.M. of the Conjoint Board. Further informati » about 
postgraduate courses may be obtained from the Dean of the 
Faculty of Medicine. 

The arrangements which came into operation two and a 
half years ago for pre-registration house-officer appoint- 
ments have proved satisfactory both to students and to the 
hospitals of the region. No Liverpool graduates have failed 
to obtain house-officer posts within reasonable time, 
though, of course, they do not always obtain them in the 
hospitals of their first choice. 


Edinburgh 


The University of Edinburgh, through the medium of the 
Edinburgh Postgraduate Board for Medicine, on which the 
Royal Colleges of Physicians and Surgeons of Edinburgh 
are represented, has arranged a variety of courses.” These 
are advertised at intervals in the medical press, and full par- 
ticulars can be obtained from the Director of Postgraduate 
Studies, Surgeons’ Hall, Edinburgh, 8. In addition the 
Board arranges library facilities and clinical work and helps 
the postgraduate students in a variety of ways. The courses 
of instruction are considered to be of value to those requir- 
ing a period of revision, or those preparing for higher 
diplomas. Brief details are as follows: 

Medical Sciences~—Twelve-weeks course commencing at the 
end of June. Lectures and demonstrations in anatomy, physio- 
logy, pathology, biochemistry, and bacteriology. The instruction 


is of an advanced standard, and students should already be well 
grounded in these subjects. 

Surgery—Two 12-weeks courses each year, commencing in 
March and September. The numbers are limited and instruc- 
tion is primarily clinical in nature. 

Medicine—Two 12-weeks courses each year, starting in 
March and September. The instruction is systematic, clinical, 
and by demonstrations. 

Fee for each of the above courses is 30 guineas. 

Refresher Course for General Practitioners—A two-weeks 
course in May, giving a wide variety of instruction in medicine, 
surgery, and obstetrics. There are also occasional one-day 
courses in selected subjects, and a series of clinical meetings 
arranged for the general practitioners of the South-east Region 
of Scotland, In addition, there are occasional courses specially 
arranged for dental surgeons and anaesthetists. 


Glasgow 

Glasgow University Postgraduate Medical Education 
Committee, representing the University and the Royal 
Faculty of Physicians and Surgeons of Glasgow, proposes to 
offer the following courses during the coming session. An 
eight-weeks part-time course of instruction in anatomy, 
physiology, biochemistry, pathology, and bacteriology will 
be held, as in previous years, from October to December. 
The course is suitable for candidates preparing for the 
primary examinations for the surgical fellowships, and will 
provide a total of approximately 160 hours of instruction. 
The course is organized primarily for the junior staff of 
hospitals in the Western Region of Scotland, but it is also 
open to other applicants. If desired, an honorary part-time 
clinical attachment will be arranged for members of the 
course who have no hospital appointment, The medical 
school provides an annual course for the diploma in public 
health, and also a course for the diploma in industrial health 
in any year in which there are sufficient applicants. Short 
courses in other specialties are arranged from time to time 
when the demand arises, and are advertised in the medical 
journals. For the ensuing session, a short course in chemo- 
therapy and a course in mental deficiency have been 
arranged. Training in radiodiagnosis and radiotherapy, 
recognized for the D.M.R.D. and D.M.R.T., is available. 
Refresher courses for general practitioners are held from time 
to time; these consist largely of ciinical demonstrations, 
but also include a few lectures on modern methods of treat- 
ment. All inquiries should be addressed to Professor G. M. 
Wishart, Director of Postgraduate Medical Education, the 
University, Glasgow, W.2. 


Medical Officers in the Armed Forces 


Royal Navy.—Specialist courses and postgraduate courses 
of varying duration are arranged at recognized civil teaching 
centres for officers selected for specialist posts, or as general 
revision courses. Medical officers selected for specialist 
duties®ré given ample opportunity to prepare for and take 
degrees and diplomas in their specialist subjects. Officers 
receive full pay and allowances while on courses. 

Army.—The postgraduate training facilities provided for 
the R.A.M.C, specialist aim at enabling him to obtain higher 
academic qualifications and ‘practical experience in his 
specialty in his early years. Subsequently the aim is to 
keep him up to date. 

Early in his career a potential specialist may be freed 
from all duties for three months in order to attend the. 
Basic Sciences Institute of the Royal College of Surgeons in 
preparation for the primary F.R.C.S., F.F.A.R.CS., etc.; 
or at other institutions in preparation for the M.R.C.P. A 
few years later he is again freed from all duties, this time 
for sixteen months. During this period arrangements are 
made for him to attend courses for higher qualifications, if 
still required, and to hold suitable appointments in civilian 
hospitals. 

A start has been made in arranging refresher courses to 
keep up to date specialists returning from an overseas tour, 
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It is hoped that, in the future, arrangements can be, made 
for all such specialists to spend three months in suitable 
appointments in civil hospitals. 

The aim of postgraduate training for the non-specialist is 
to keep him up to date. After some six years’ service he 
attends a refresher course consisting of 24 months at the 
R.A.M. College, and 24 months at the Westminster Hospital. 
The subjects covered are surgery, medicine, psychiatry, 
pathology, and hygiene. Senior officers, who have been 
away from clinical work for any reason, may be attached 
to large military hospitals in clinical appointments where, 
under guidance, they may refresh their knowledge and bring 
it up to date. 

All officers on official study leave receive fall pay and 
allowances. 

Royal Air Force.—Medical officers holding permanent 
commissions may apply for study leave in order to attend 
postgraduate courses towards the attainment of higher 
qualifications or specialist diplomas. Permission to take 
such leave may be granted, normally after the completion of 
five years’ service, but before 15 years’ service, at the dis- 
cretion of the Air Council and subject to the exigencies of 
the Service. While on study leave officers are regarded as 
being on duty and receive the full pay and allowances of 
their substantive rank. Fees for courses are paid within the 
following scale: for a three-months course, up to a maxi- 
mum of £45 ; for six months, up to £90 ; and for nine months 


or longer, ap to £135 


Empire Medical Advisory Bureau 


The Empire Medical Advisory Bureau of the British 
Medical Association (Medical Director, Brigadier H. A. 
Sandiford) provides a personal advisory service on available 
postgraduate facilities to practitioners visiting the United 
Kingdom from the Dominions and Colonies. (See p. 561.) 


Fellowship of Postgraduate Medicine 

The Fellowship of Postgraduate Medicine (60, Portland 
Place, London, W.1) provides general information on post- 
graduate work available both in London and in provincial 
centres, and itself arranges a certain number of courses 
of instruction at hospitals in or near London. These courses 
are specially designed to be helpful to candidates for higher 
degrees and diplomas, though attendance at them is not 
restricted to such candidates. The courses include general 
medicine, general surgery, proctology, obstetrics and gynae- 
cology, and children’s diseases. Some are full-time lasting 
for one or two weeks, but the majority are part-time and 
are intended particularly for postgraduates not free for full- 
time study. 

The Fellowship also arranges week-end courses, occupy- 
ing the whole of a Saturday and Sunday, in such subjects 
as general medicine, general surgery, orthopaedics, plastic 
surgery, rheumatic diseases, and _ infectious seases. 
Although these are primarily intended for candidates for 
higher degrees, many of them are also suitable for, and 
attended by, general practitioners. The Fellowship is an 
independent body, and is not connected in any way with 
official arrangements for postgraduate instruction under the 
National Health Service. 


College of General Practitioners 


The College of General Practitioners works in close 
association with the British Postgraduate Medical Federation 
and the Edinburgh Postgraduate Board for Medicine. The 
Faculties of the College in London and the provinces 
arrange courses, symposia, week-end courses, lecture- 
demonstrations, ward rounds, etc., for general practitioners. 
Detailed information is available from the Hon. Registrar, 
College of General Practitioners, 2, Gordon Square, London, 
W.C.1, or the Secretary, College of General Practitioners, 54, 
Sloane Street, London, S.W.1. 


Courses in Special Subjects 
In addition to courses organized by the British Post- 
graduate Medical Federation through the special institutes 
listed at p. 551, courses in special subjects are also arranged 
by the following bodies. 


Anaesthetics : Liverpool University ; Royal College of Sur. 
geons of England. Bacteriology : London University (London 
School of Hygiene and Tropical Medicine) ; Manchester Uni- 
versity. Basic Medical Sciences : Edinburgh Postgraduate Board 
for Medicine; Royal College .of Surgeons of Ireland; University 
of Glasgow. Diseases of the Chest: University of Wales 
Dermatology : University of Glasgow. Industrial Health : Glas- 
gow University ; London School of Hygiene and Tropical Medi- 
cine (London University) ; Royal Institute of Public Health and 
Hygiene ; Roffey Park Rehabilitation Centre, Horsham, Sussex. 
Medicine (General) : Edinburgh Postgraduate Board for Medi- 
cine ; Glasgow University ; Royal College of Physicians (Lon- 
don) ; the London Hospital Medical College (London Uni- 
versity) ; Fellowship of Postgraduate Medicine ; Sheffield 
University. Ophthalmology : Glasgow University. Orthopaedic 
Surgery : Royal College of Surgeons of England ; Fellowship 
of Postgraduate Medicine. O/olaryngology : Royal College of 
Surgeons of England. Paediatrics : Bristol University ; Glasgow 
University ; Edinburgh Postgraduate Board for Medicine ; Fel- 
lowship of Postgraduate Medicine. Psychiatry: Glasgow Uni- 
versity ; Roffey Park Rehabilitation Centre, Horsham, Sussex ; 
Birmingham University ; Durham University ; Tavistock Clinic, 
London ; Liverpool University ; Manchester University ; Edin- 
burgh University ; Bristol University ; Leeds University. Physical 
Medicine : British Association of Physical Medicine ; Guy’s Hos- 


_ pital Medical School (London University). Public Health : 


Aberdeen University ; Queen’s University, Belfast ; Bristol Uni- 
versity ; Durham University ; Edinburgh University ; Glasgow 
University ; Leeds University ; Liverpool University ; London 
University (School of Hygiene and Tropical Medicine) ; Man- 
chester University ; St. Andrews University (Medical School, 
Dundee) ; University of Wales (National School of Medicine, 
Cardiff); Royal Institute of Public Health and Hygiene. Radio- 
diagnosis : Manchester University ; Bristol University ; Sheffield 
University ; Liverpool University ; University of Wales ; Glas- 
gow University ; Faculty of Radiologists. Radiotherapy : 
Sheffield University ; Manchester University ; Bristol University ; 
Liverpool University ; Glasgow University ; Faculty of Radio- 
logists. | Medical Statistics : London School of Hygiene and 
Tropica! Medicine (London University) ; Manchester University. 
Surgery (General) : Fellowship of Postgraduate Medicine ; Glas- 
gow University: Royal College of Surgeons of England; Edin- 
burgh Postgraduate Board for Medicine ; St. Thomas’s Hospital 
Medical School (London University) ; the London Hospital 
Medical College (London University) ; Guy’s Hospital Medical 
School (London University) ; St. Bartholomew’s Hospital Medical 
College (London University) ; Liverpool University. Tropical 
Medicine and Hygiene : London School of Hygiene and Tropical 
Medicine (London University); Edinburgh University ; Liverpool 
School of Tropical Medicine. Tuberculosis: Tuberculosis 
Educational Institute ; University of Wales. 


Other Postgraduate Facilities 
Medical Libraries 


The Library of the British Medical Association (B.M.A. 


House, Tavistock Square, London, W.C.1), containing 70,000 


volumes and 1,600 current periodicals, is available to all 
members and affiliated members of the Association. Postal 
facilities are at the borrower’s expense, but from January 1, 
1956, the library will pay outward postage. 

The library of the Royal Society of Medicine (1, Wimpole 

Street, London, W.1) is for the use of fellows of the Society 
and coritains 200,000 volumes and 1,400 current periodicals. 
The library pays outward postage on books sent through the 
post. 
In all, there are some 63 medical libraries in the United 
Kingdom, and alist of these, with particulars, has been 
compiled and may be obtained on application to the Editor, 
British Medical Journal. Acknowledgment is made to the 
many librarians who have supplied information. 


Medical Museums 


An alphabetical list of medical museums in England, 
Wales, Scotland, Northern Ireland, and Eire compiled by 
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Dr. C. J. Hackett, at that time Director of the Wellcome 
Museum of Medical Science, was published in the Journal 
in 1951.’ Curators and others, to whom acknowledgment is 
made, have assisted in supplying up-to-date information 
about the facilities available at their museums, and readers 
who may wish for further information after reference to 
Dr. Hackett’s list are invited to write to the Editor, British 


Medical Journal. 
Postgraduate Awards 


A list of postgraduate awards available for research in 


specific subjects may be found in The B.M.A. Book of 
Medical Scholarships.’ 


Medical Societies 


An up-to-date list of the principal medical societies in the 
United Kingdom may be obtained on application to the 
Editor, British Medical Journal. 








MEDICAL PSYCHOLOGY 


The Tavistock Clinic (2-4, Beaumont Street, London, W.1) 
is an out-patient clinic comprising two departments—the 
adult department for the treatment of patients with neurotic 
and personality disorders, and the department for children 
and parents in which difficulties in parent-child relation- 
ships and in the personality development of children are 
treated. A number of senior registrar and registrar appoint- 
ments in both departments provide systematic training in 
adult psychotherapy and child psychiatry. The Clinic also 
offers a two-year extramural course for psychiatric regis- 
trars and consultants in the principles of psychotherapy and 
psychopathology, with special reference to group treatment 
(adults). There are courses also for general practitioners: 
an introductory weekly discussion group on principles of 
psychological medicine and the doctor-patient relationship 
applied to their own work, and a more advanced course, 
including case supervision, for those wishing to gain more 
experience in the treatment of neurotic and psychosomatic 
disorders in their own practice. In addition there are ele- 
mentary and advanced training in the Rorschach method of 
personality diagnosis (open to psychiatrists), as well as 
general courses of training for clinical and educational 
psychologists, child psychotherapists, social workers, and 
speech therapists. The Clinic welcomes visitors, and has 
facilities for offering associate status to interested overseas 
psychiatrists, psychologists, and social workers who are in 
Great Britain for further training. Full particulars may be 
obtained from the Training Secretary at the above address. 

The National Association for Mental Health (Maurice 
Craig House, 39, Queen Anne Street, London, W.1) organizes 
for the extramural department of the University of London 
courses on educationally subnormal children and mental 
defectives designed for qualified medical practitioners. 
Attendance at a course is recognized by the Ministry of 
Health as a qualification for medical officers employed by 
local health authorities on work under the Mental Deficiency 
Acts, and has been laid down by the Ministry of Education 
as one of the conditions on which school medical officers 
will be approved under Regulation 11 of the Handicapped 
Pupils and School Health Service Regulations, 1953, in con- 
nexion with the arrangements of a local health authority 
for the ascertainment of educationally subnormal children. 
The course includes lectures on normal child development, 
the pathology and causation of intellectual retardation and 
maladjustment, the psychology of educationally subnormal 
children, and the educational and social implications of 
backwardness. Much time is also devoted to demonstrations 
and practice of intelligence testing with individual children 
of different types. A year’s course ior men and women 
wishing to train for work in occupation centres and “ school 
departments ” of mental deficiency hospitals is held, and 
lectures are arranged for health visitors and other types of 





1 British Medical Journal, 1951, 1, 1380 a 
*The B.M.A. Book of Medical Scholarships, 1951. British 
Medical Association, London. 


social workers. Other activities include the provision of 
residential services for various types of mentally handi- 
capped people, and an advisory service for individual adults 
and children presenting a mental health problem. The 
Association publishes a journal, Mental Health, a News 
Letter, and a variety of pamphlets. 

The Institute of Psycho-Analysis (63, New. Cavendish 
Street, London, W.1) furnishes a part-time course, lasting 
about four years, in psycho-analytic theory and technique. 
It includes a personal analysis, attendance at lectures and 
seminars, and clinical work under supervision. General 
psychiatric experience must be obtained at other clinics or 
hospitals, since the teaching at the Institute is confined to 
psycho-analysis. 

The Society of Analytical Psychology (25, Park Crescent, 
London, W.1), founded in 1945, is the professional body 
representing Jungian psychology in this country, and is a 
training centre for analytical psychology with C. G. Jung 
as its President. For some years the Society has operated 
a part-time course of training in analysis. This consists of 
two parts. Candidates accepted for Part I undergo a per- 
sonal training analysis for at least two years. Later, if 
accepted for Part II, candidates attend a two-year course 
of seminars on clinical practice, the theoretical aspects of 
analysis, and an introduction to mythological material in 
relation to medical psychology. In addition each candidate 
begins to treat cases under the supervision of a training 
analyst. Election to associated professional membership 
takes place when the candidates have fulfilled certain mini- 
mum requirements with regard to the length of their per- 
sonal analysis and supervision period, and when they are 
considered competent to treat cases without supervision. 
For its own members the Society gives the opportunity of 
participation in lectures, seminars, and research groups con- 
cerned with problems of adult and child analysis. 








MEDICAL AUXILIARIES 


The Board of Registration of Medical Auxiliaries (B.M.A. 
House, Tavistock Square, London, W.C.1) exists to main- 
tain and publish a register of properly qualified medical 
auxiliaries. It is a registering body, not an examining one, 
and has played an important part in raising and maintain- 
ing the standards of training and ethical conduct of the vari- 
ous groups of medical auxiliaries. The Board helps the 
medical auxiliary professions to attain or to consolidate and 
improve their professional status, and insists that each such 
profession shall, before registration, get through its “ teeth- 
ing troubles” and establish at least the basic principles for 
training and practice. In return it offers the registered per- 
sons protection in that they and they only are recommended 
to doctors as qualified to practise their particular specialty. 
By this means it has enhanced the status of medical 
auxiliaries and has relieved them to a considerable extent 
of the competition of “ quack auxiliaries.” 

The main function of the Board, therefore, is to maintain 
and publish registers. Separate or section registers of mem- 
bers of each branch of medical auxiliary work are printed, 
and are supplied free to medical officers of health, hospital 
management committees, hospitals, public libraries, medical 
practitioners, and others, the circulation lists varying accord- 
ing to the particular group of auxiliaries. 

The register is composed of the following sections: chiro- 
podists, dispensing opticians, operating theatre technicians, 
orthoptists, radiographers, and speech therapists. Since 
1936 the Board has provided the medical profession and 
others with registers of persons suitably qualified, academic- 
ally and professionally, to whom they can with confidence 
send their patients for treatment. The registers are also a 
useful guide to employing authorities who seek the services 
of medical auxiliaries in the various capacities. Applica- 
tions for recognition of other groups of medical auxiliaries 
are under consideration. Copies of any or all of the current 
sections will be sent free to medical practitioners on applica- 
tion to the registrar. 
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The Chartered Society of Physiotherapy (Tavistock House 
South, Tavistock Square, London, W.C.1) approves 31 
schools, connected with hospitals in London and the Pro- 
vinces. These schools prepare students for the Society's 
examinations, which are recognized by the Ministry of 
Health under the National Health Service (Medical 
Auxiliaries) Regulations, 1954, Successful candidates may 
practise as chartered physiotherapists. 








THE ARMED FORCES 


A Government Committee is considering the medical ser- 
vices of the armed Forces and it is possible that modifica- 
tions may be made in the conditions of service as a result 
of its report. 

Naval Medical Service 


The medical service of the Royal Navy offers to medical 
men who desire the prospect of sea service an opportunity 
of practising their profession in an attractive environment. 
Officers serving on the permanent list are encouraged to 
specialize in all branches of medicine and are given full 
facilities to obtain higher qualifications. Courses of post- 
graduate study are carried out both in naval hospitals. and 
at civilian teaching centres. “ Naval medicine ” comprises 
a variety of subjects. It includes aviation medicine, the 
physiology of diving, the physical aspects of service afloat 
and ashore, tropical diseases, and industrial hygiene. The 
naval medical officer is no longer concerned with the care 
of the sailor only, he must also be up to date in his know- 
ledge of diseases of women and children in order that he 
may attend the families of Service men and of Admiralty 
personne! serving abroad, as well as W.R.N.S., members of 
the Queen Alexandra Royal Naval Nursing Service, and 
the naval V.A.D.s. 

Service on the active list is up to the age of 55 for all 
officers, 57 for surgeon captains, and 60 for surgeon rear- 
admirals. Previous experience, both Service and profes- 
sional, is counted in assessing seniority—previous com- 
missioned service as a medical officer in one of the armed 
Forces counts in full, and non-medical commissioned service 
counts as to half. Civilian hospital experience and also 
some special experience in private practice may be allowed 
to count up to a limit of seven years in all. Officers serving 
in the United Kingdom are granted 42 days’ leave per 
annum on full pay and allowances, with three free travel 
warrants. If serving overseas local leave is given at the 
rate of 14 days a year, and foreign service leave at the rate 
of two days for each month is allowed on returning to the 
United Kingdom. 

All entries at present are being made as short commissions 
in the first instance. Short service consists of four years, 
during which period a medical officer becomes a surgeon 
lieutenant, R.N., and is eligible to apply for transfer, with 














Single Married 

Rank and Service Non- | Junior | Senior | Non- | Junior | Senior] 
special-|Special-|Special-| special-|Special-|Special- 

ist ist ist ist ist ist 

. £ £ Se £ £ 

Acting surgeon lieutenant 48 — _— ope vale 
Surasce lieutenant . 593 -— — 930 —_— — 
After 2 years in rank 647 — —_ 985 — — 
on a es 693 784 — 1,031 | 1,122 —_ 
- Me we 2 a 821 912 — 1,158 | 1,250 — 
"ee ee” 876 967 _— 1,213 | 1,304 — 
Surgeon lieutenant-comm.| 1,003 | 1,095 -- 1,341 | 1,432 —_— 
After 2 years in rank 1,113 | 1,204] 1,332] 1,450] 1,542] 1,669 
= 2 btm ~e 1,222 | 1,314] 1,441 | 1,560] 1,651 | 1,779 
i oe 1,277 | 1,368 | 1,496] 1,615 | 1,706] 1,834 
Surgeon commander .. 1,332 | 1,423 | 1,551] 1,715 | 1,806} 1.934 
After 2 years in rank 1,441 | 1,533 | 1,660} 1,825] 1,916 | 2,044 
af eo ww 1,551 | 1,642 | 1,770] 1,944 | 2,035 | 2,163 
voncapiain” "| £933 | Loss| aaa | 27 | 2117 | 2236 

Surgeon captain “ 1, 1, ¥ x x A 
Arter 2 pears in rank 1,788 | 1,788 | 1,898 | 2,171 | 2,171 | 2,281 
Sid we 1,843 | 1,843 | 2,007 | 2,226 | 2.226 | 2,390 
S wm in 1,898 | 1,898 | 2,007 | 2,326 | 2,326 | 2,436 
ronan’ ..| 3985 | 298 | 238 2436 | 2s | Bas 

Su n rear-admira 2,1 . . J J 
Surgeon vice-admiral 2,737 | 2,737 | 2,737 | 3,212 | 3,212 | 3,212 




















full seniority, to the permanent list. The normal career of 
a medical officer enables him to be promoted to the full 
rank of surgeon lieutenant after one year’s service and to 
surgeon lieutenant-commander after a further seven years’ 
service. In the normal course surgeon lieutenant-com. 
manders are promoted to surgeon commanders by selection 
at about their fifteenth year of total service, and surgeon 
commanders to surgeon captains at about their twenty-third 
year of total service. 

The preceding table shows the total annual income of 
single and married officers at each stage of their careers, 

These rates of pay do not apply to officers entered for 
National Service only. The married rates shown apply only 
to officers over the age of 25. The marriage allowance for 
officers under 25 years of age is 56s. a week. Additional 
allowances are paid to officers when not accommodated or 
messed. Medical officers are also eligible for certain 
travelling and subsistence allowances, passages for wives 
and families, etc. 

The maximum rates of retired pay are as under : 








—__ 





Rank Retired at Age Maximum Pension 

Surgeon lieutenant-commander . . 48 £506 
Surgeon commander + - 55 £675 
Surgeon captain (under 6 years in 

rank) .. ‘“ oe am 57 £875 
Surgeon captain (over 6 years in 

ran . a és oa 60 £1,000 
Surgeon rear-admiral .. | On vacating office £1,200 
Surgeon vice-admiral de on a - e £1,400 














Officers allowed to withdraw who are ineligible for retired 
pay will be eligible to receive gratuities. The gratuity on 
short service after four years’ full pay is £600, and on 
permanent service a gratuity of £1,000 is paid after 10 years’ 
full-pay service, and £50 for each complete year in excess 
of 10. The maximum total gratuity payable is £2,350. 
Further information may be obtained from the Medical 
Department, Admiralty, Queen Anne’s Mansions, St. James's 
Park, London, S.W.1; 


Careers in the R.A.M.C. 


To those serving on a permanent commission the 
R.A.M.C. offers a career on the active list, up to the age 
of 55 to 60. Thereafter, officers may continue to serve as 
retired officers up to the age of 65. 

Pay:—(a) Rates of pay, which are given in more detail 
below, vary from £765 per annum for a_ non-specialist 
lieutenant to £2,016 for a specialist lieutenant-colonel and 
to £3,294 for a lieutenant-general. (Note : A special grant 
of £1,500 (taxable) is paid to regular officers on completion 
of one year's satisfactory service.) 

(b) The rates of retired pay are: 














Rank eae _ Annual Rate 
Major F - 22 years £500 
Lieutenant-colonel a ws £675 
Colonel... - nh is 26 =«C«, £875 
Brigadier - = es un a. ~~ £1,000 
Major-general a re “s 30 ,, £1,200 
Lieutenant-general _ a 30, £1,400 





In addition, a resettlement grant of £1,000 is payable to 
officers retiring with more than 20 years’ reckonable service. 

(c) Retired re-employed officers receive their pension plus 
a salary varying from £835 to £1,075. 

Promotion—Promotion is to captain after one year’s 
reckonable service ; to major after eight years’ reckonable 
service ; to lieutenant-colonel by selection after approxi- 
mately 18 years’ service ; and to colonel by selection after 
approximately 23 years’ service. 

Duties.—About one-third of regular officers are employed 
on clinical specialist duties—that is, medicine, surgery, 
gynaecology, etc. They are allowed to continue in the prac- 
tice of their specialty up to and including the rank of 
colonel. Some continue to do so in the rank of brigadier 
and major-general. Officers who are not specialists are 
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employed on general-practitioner duties and later may 
assume command of medical units or administrative appoint- 
ments. 

Professional Training.—Great attention is paid to advance- 
ment of professional knowledge during service. An outline 
to the professional training facilities available is given below. 

Specialist Officers—All permanent commissioned officers 
attend, within a few months of joining, the junior officers’ 
course, which covers purely professional subjects. This 
course, which lasts 10 weeks, is followed by an examination 
on the result of which depends an officer’s selection for 
training in a specialty. After a probationary period selected 
officers become trainees and their advance to senior specialist 
is through the following phases : (a) Gain experience under 
the guidance of a senior specialist at recognized military 
hospitals. (b) Attend the basic sciences course at the Royal 
College of Surgeons for primary F.R.C.S. or at a selected 
institution for M.R.C.P. (c) An overseas tour follows during 
which, having practised his specialty under supervision for 
two years, the officer may be classified as a junior specialist. 
(d) On return to Britain the senior officer’s course follows. 
This covers a period of 17 months, when instruction and 
further postgraduate experience may be by one or both 
of the following methods : (1) attending courses at recog- 
nized civilian institutions preparatory to sitting for higher 
qualifications ; and (2) attachment to a civilian hospital in an 
appointment of the senior registrar status. The officer, 
having obtained his higher qualification and the necessary 
experience, is eligible for classification as a senior specialist. 

Non-specialist Officers—After attending the junior 
officers’ course, and having served for approximately five 
years, the officer is selected for the senior course. This 
takes the form of a 54-months refresher course at the Royal 
Army Medical College and selected civilian institutions. The 
subjects taught are military surgery, tropical medicine, pre- 
ventive medicine, pathology, and psychiatry. 

Conditions of Service.—Officers are required to serve in 
any part of the world. The normal tour of duty is three 
years at home and three years overseas. The situation re- 
garding married quarters is improving. In the U.K. the 
chances of obtaining quarters are good. In some overseas 
stations a period of waiting is necessary before they can 
be obtained. Officers are eligible for 42 days’ leave a year. 

They receive fuil pay and allowances whilst on leave and 
three free railway warrants a year. Members of their family 
are entitled to railway tickets at concessional rates. In 
addition, special embarkation and disembarkation leave is 
allowed before and after a foreign tour. 

Applications for Commissions—Fully registered practi- 
tioners who are British subjects or citizens of the Irish 
Republic are eligible to apply for regular commissions. The 
normal upper age limit is 35 years of age, but allowances 
may be made for those over this age who have previous 
commissioned service in the armed Forces or in other special 
cases. Credit is given for civilian medical experience, which 
counts for purposes of seniority, pay, and promotion. 
Former full-time commissioned service in the armed Forces 
is recognized as follows : (a) As a medical officer; in full 
for seniority, pay, promotion, and pension. (b) Other than 
as a medical officer ; in full as regards pension but half as 
regards seniority, pay, and promotion. 

The total annual income for each rank is as follows : 



































’ Single Married 
Rank and Service Non- | Junior | Senior | Non- | Junior | Senior 
special-| Special-| Special-] special-j Special-| Special- 
ist ist ist ist ist ist 
£ £ £ £ £ £ 
Lieutenant 762 _— — 900 — —- 
Captain 872 _— _— 1,009 —_ 
Captain after 2 years 926 999 _ 1,064 | 1,137 — 
Major .. ae 1.282 1,355 1,501 1,420 | 1,493 1,639 
emmeentar es 1.€66 1,739 1,885 1.794 | 1,887 | 2,013 
lone! 2.067 | 2,067 | 2,177 | 2,196 | 2,196 | 2,305 
Brigadier 2.396 | 2,396 | 2,396 |} 2.515 | 2,515 | 2.515 
Major-general 2,634 | 2,634 | 2,634] 2,743 | 2,743 | 2.743 
Lieutenant-general 3,181 | 3,181 | 3,181 | 3,291 | 3,291 | 3,291 








These rates have been increased by £3 due to increased ration allowance. 





Increments of pay are given at two-year intervals. The 
total income is based on the assumption that single officers 
are not accommodated in a military mess nor receiving 
‘rations of any kind and that married officers are not accom- 
modated in Government quarters or Government-hired 
accommodation, are over 25 years of age, and are not receiv- 
ing rations. 

Further information may be had from the Assistant 
Director General (A.M.D. 2), the War Office, London, S.W.1. 


The Medical Branch of the R.A.F. 


The Royal Air Force offers an attractive career to fully 
registered men and women medical practitioners who are 
British subjects or citizens of the Irish Republic. Normally, 
the upper age limit for applicants is 33, but older applicants 
may be considered. Appointment is usually to short-service 
commissions for three, four, or five years in the first instance, 
each of which may be extended to complete a maximum 
period of eight years. Exceptionally, suitable candidates 
may be appointed to permanent commissions direct from 
civil life. Short-service officers may apply for permanent 
commissions at any time during their service. 

The Air Council attach great importance to attracting to 
the Royal Air Force the right type of medical officer, since 
the safety and efficiency of the Air Force depend to a 
peculiar degree on its Medical Service. Medical practice 
in the Service brings officers into contact with flying, para- 
chuting, mountain rescue, and air evacuation of sick and 
wounded, as well as with the clinical specialities and the treat- 
ment of Service families. There are, in addition, opportuni- 
ties in aviation medicine, physiology, hygiene, and industrial 
medicine. 

Officers serving on permanent commissions may be allowed 
to proceed on study Jeave, with full pay and allowances, in 
order to take approved postgraduate courses, for which 
tuition fees on an approved scale may be granted. A full 
career is possible in the clinical specialties, and accelerated 
promotion can be earned by professional or scientific distinc- 
tion. Officers having experience or aptitude in a specialty 
may be employed on specialist duties and subsequently earn 
recognition as Royal Air Force specialists. 

The antedating of seniority up to a maximum of seven 
years may be admissible for recognized civil experience. 
This antedating counts towards pay, seniority, and promo- 
tion. The normal rank on appointment is flying officer, with 
promotion to flight lieutenant after one year’s reckonable 
service, to squadron leader after eight years’ reckonable 
service, and to higher ranks by selection. Officers with 
more than a year of civil experience since full registration 
will be promoted to the appropriate higher rank, with retro- 
spective respect to the date of entry, immediately they have 
completed a short introductory course. 

Officers appointed to permanent commissions will receive 
a grant of £1,500 (subject to income tax) after one year’s 
satisfactory service, and they will be entitled to retired pay 
and other benefits after completion of service. 

Short-service officers will, on completion of their commis- 
sion, be paid a tax-free gratuity at the rate of £150 for each 
year of satisfactory service. Arrangements exist to preserve 
their superannuation rights under the National Health Ser- 
vice (Superannuation) Regulations, 1950. 

Further information can be obtained from the Under- 
Secretary of State for Air, Air Ministry, M.A.1(P), 2-8, 
Richmond Terrace, Whitehall, S.W.1. (Tel. : TRAfalgar 
8811, Extn. 6674.) 

For postgraduate facilities available to members of the 
Armed Forces, see p. 554. 








* 


SAFEGUARDS FOR THE DOCTOR AGAINGE 
LITIGATION 


One of the duties impressed upon the young practitioner 
immediately on qualification is to join a defence society. 
The increasing number of actions against doctors since the 
coming of the National Health Service gives added point 
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to this precaution. It is not only the general practitioner 
who should thus safeguard himself, but-also the member 
of a hospital staff. However careful a practitioner may be, 
he is never immune from the chance or accident which 
may involve him in litigation or the threat of it, and damages 
and costs are awarded on such a scale that a single success- 
ful action may ruin him financially ; even an unsuccessful 
action may cause him heavy expense, anxiety, and perhaps 
some loss of reputation. 

The Medical Defence Union (Tavistock House South, 
Tavistock Square, London, W.C.1) has a membership of 
over 41,000 practitioners. The Union accepts as members 
medical and dental practitioners, including provisionally 
registered practitioners, and there is special provision for the 
protection of overseas practitioners practising in any part 
of the world, with the exception of America. Since October, 
1953, newly elected members pay their second and subse- 
quent subscriptions on the anniversary date of application 
for membership, whilst members elected previously continue 
as heretofore to pay their subscriptions on January 1 in 
each year. The volume of work of the Union has increased 
materially during the past year. It provides advice and 
financial indemnity for any member concerned with or 
involved in medical litigation raising questions of profes- 


sional skill or, more commonly, based upon an allegation’ 


of professional negligence. The accumulated funds are 
£161,490. The cost of litigation and settlements in court is 
increasing yearly. Since its foundation the Union has spent 
half a million pounds in the payment of damages and costs 
incurred in protecting members. : 

The Medical Protection Society (Victory House, Leicester 
Square, London, W.C.2) has a membership of over 29,000. 
Membership is open to registered medica! and dental practi- 
tioners, including those practitioners who are provisionally 
registered under the Medical Act, 1950. There are special 
provisions for members practising overseas and also for 
practitioners who visit the United Kingdom for postgradu- 
ate work. Members are afforded advice and assistance in 
all matters of professional difficulty, with unlimited indem- 
nity against legal expenses incurred in defending and con- 
ducting cases on their behalf, and also against costs and 
damages in those cases in which adverse verdicts result. 
This indemnity is secured by financial resources exceeding 
£180,000 and a reinsurance with Lloyd’s underwriters. From 
year to year the work of the Society increases steadily, and 
larger amounts of costs and damages are paid on behalf 
of members. 

The Medical and Dental Defence Union of Scotland (105, 
St. Vincent Street, Glasgow, C.2) has a membership of about 
7,950. As with all other defence unions, there has been a 
considerable increase in the number of claims, although it 
has been possible in some of these to make a successful 
defence. The policy of the council has always been to give 
careful consideration to the interests of its members who 
have claims made against them for negligence, and to advise 
when requested regarding any business, legal, and profes- 
sional matters arising from their practice. 








PUBLIC HEALTH AND TROPICAL MEDICINE 


London School of Hygicae and Tropical Medicine 


The work of the London School of Hygiene and Tropical 
Medicine (Keppel Street, Gower Street, W.C.1) is organized 
in ten main departments—namely, applied physiology, bac- 
teriology and immunology, biochemistry, clinical tropical 
medicine, entomology, human nutrition, medical statistics 
and epidemiology, parasitology, public health, and the Ross 
Institute of Tropical Hygiene. The course for the University 
of London’s postgraduate Certificate and Diploma in Public 
Health, designed primarily for practitioners who intend to 
enter the public health service in Great Britain, begins in 
October each year and lasts for nine months. The exam- 
ination for the certificate is held at the end of three months. 
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In addition to the subjects covered by the D.P.H. syllabus 
the students are entitled to choose for special study occy.- 
pational health; tropical hygiene; child health; medica] 
Statistics and epidemiology ; environmental control. The 
industrial health lectures and practical work are recognized 
both by the Conjoint Board and by the Society of Apothe. 
caries as fulfilling in part the requirements for entry to the 
D.LH. examination. Arrangements are made with the co- 
operation of various departments in the School and a num- 
ber of outside ‘agencies to cover the remaining part of the 
D.L.H. syllabus. 

The course for the University of London postgraduate 
Diploma in Bacteriology provides advanced instruction for 
graduates in medicine, science, and pharmacy who intend 
to follow a career in bacteriology. The course begins in 
October and lasts for nine months. The course for the 
Conjoint Board’s D.T.M.&H. is of five months’ duration 
and is held twice a year. The course for the University 
of London academic postgraduate C. and D.T.M.&H.! is 
designed to give advanced training. There is a preliminary 
course of approximately five months, commencing at about 
the beginning of October each year. The final course of 
not less than four months consists of advanced study in one 
of two fields—clinical tropical medicine and tropical hygiene. 

A course for the newly instituted University of London 
postgraduate Certificate and Diploma in Applied Parasito- 
logy and Entomology, planned mainly for those wishing to 
take up research or laboratory, appointments abroad, will 
be held annually commencing in October, 1955. Graduates 
in medicine, veterinary medicine, veterinary science, and 
science, and those with approved non-graduate qualifications 
in medicine and veterinary medicine, are eligible. The full 
course lasts for nine months and the preliminary certificate 
course for approximately five. 

A course in statistical methods applied to medicine and 
epidemiology is held annually on two days a week from 
approximately the beginning of March to approximately 
the end of June. Students without a medical qualification 
can be accepted. 

A ten-weeks course in environmental control is held twice 
a year commencing at approximately the beginning of 
March and October. Although intended primarily for 
health inspectors from abroad, the course is so planned as 
to be of value to medical officers and others interested in 
the health aspects of environmental control both at home 
and abroad. 


Liverpool School of Tropical Medicine 


Men and women students of any nationality who hold 
a medical qualification approved by the University are 
admitted at the Liverpool School of Tropical Medicine 
(Pembroke Place, Liverpool) to examination for the 
D.T.M.&H. Other students are also admitted to special 
courses in parasitology and entomology. For the diploma 
two complete courses of instruction, each lasting about three 
months, are given. The examination is held twice a year, 
in December and April, and consists of two papers on 
tropical medicine (including pathology and_ bacteriology), 
one on parasitology, one on entomology, two on tropical 
hygiene and related subjects ; and practical and oral exam- 
inations in tropical medicine, parasitology and entomology, 
and tropical hygiene. The dates of the courses are Septem- 
ber to December, 1955, and January to April, 1956. The 
School also gives courses in parasitology and entomology 
for students taking the D.P.H. 


The Royal Institute of Public Health and Hygiene 


The Royal Institute of Public Health and Hygiene offers 
courses for the examination of the Conjoint Board of the 
Royal College of Physicians of London and of the Royal 
College of Surgeons of England for the Certificate in Public 
Health, starting annually in March and October. This leads 
to the courses for both the Diploma in Public Health (in 
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January and August) and the Diploma in Industrial Health 


(in February and July). Candidates desiring a course for 
either diploma of the Conjoint Board are required to pro- 
duce evidence of being in possession of a recognized Certifi- 
cate in Public Health. Any of the courses may be taken 
whole-time or part-time. The next course for the Certificate 
in Public Health will begin on September 30. Regulations 
and syllabuses gnd full information may be obtained from 
the secretary of the Institute, 28, Portland Place, London, 
W.1. 








THE TEACHING OF OCCUPATIONAL HEALTH 


A subcommittee of the Occupational Health Committee of 
the Association has been considering the place of occupa- 
tional health in medical education. Its views have been 
set forth in a memorandum. 


Undergraduate Teaching 


At present the extent to which industrial health is taught 
to students varies greatly between medical schools, It is 
essential that the teaching of industrial health is included 
in the undergraduate curriculum. The problem is how to 
ensure that this shall take place without adding further 
to the length of the curriculum. 

Fhe best way of achieving this end would be to create a 
constant awareness in the medica] schools of the inter- 
relation between industrial medicine and each subject as it 
comes to be taught. This interrelationship should be borne 
in mind as early as the anatomy and physiology courses, 
and developed throughout until qualification. Teaching 
should be reorientated to this end, so that the impact of all 
aspects of medicine on the patient in relation to his working 
environment is borne in mind by teachers. 

In medical schools where there is already established a 
Department of Industrial or Occupational Health, innova- 
tions are not necessary, and the problem is already partly 
solved. Where there is no such department, the teaching 
of the subject should be effected by the reorientation of the 
teaching of the Department of Medicine or the Depart- 
ment of Public Health, or both. There should be instruc- 
tion in industrial medicine given by a practising industrial 
medical officer, of appropriate calibre, specially appointed 
to the university teaching staff for the purpose, and fully 
recognized as a member of that staff. 

Lectures, tutorials, and field visits should all have an 
essential part to play in the teaching of this subject. 

Occupational health should be regarded as one of the 
subjects on which oral or written questions might be ex- 
pected in final examinations. 


Postgraduate Teaching 


There is without doubt, says the memorandum of the 
Occupational Health Committee, a place for a Diploma in 
Industrial Health, which should be regarded as a higher 
qualification for those aiming at the more responsible posts 
in industrial medicine. The diploma, therefore, should be 
continued as a special qualification. The possession of it 
should not necessarily be a condition of appointment for 
every post as industrial medical officer, but it should be 
considered as an appropriate qualification for those who are 
to hecome leaders in industrial medicine. Practical ex- 
perience should be an important part of the training for the 
diploma. 

A part-time postgraduate course in industrial medicine 
(say, one or two evenings a week) is more likely than a 
whole-time course to meet the requirements of general prac- 
titioners who are engaged also in occupational health. 


Educational Facilities in Industrial Health 


The following information has been obtained regarding 
the regulations and courses for the Diploma in Industrial 
Health: 
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Dip- | sSgie® | Qpalification! Length of | Other si ala 
loma Exam. Dates| Exam. Fees Course /|Requirements 
D.1.H. | R.F.P.S.G. | Registrable | Pt. l= 1 term] 2 years quali-| Holders of 
Exam.held: | orf recog. whole-time before | C.P.H. may 
Pts. land} by R. Fac. | orS months} Pt. I of be exempt- 
II, June Exam. fees=| par‘+time. exam. can ed Pt. I of 
and Dec. Pt. 1,6 gns.;| Pt. =5 be taken; exam. Pt. I 
Pt. 11,7 gns.j months attended Course = 
whole-time | approved C.P.H. 
or equiva- course course 
lent part- 
time 
D.L.H. | Conjoint Registrable | 5 months 2 years quali-} Must hold 
Board or grad- whole-time | fied before . 
(Eng.) uates of or 12 taking CPi. be- 
Exam.held:| recog. univ.| months C.P.H. fore taking 
July and | Exam. fee= part-time exam. course 
Dec. 6gns. Dip-| taken at 
loma fee recog. 
5 gns. instituticns 
D.LH. | Soc. of Registrable 1. Med. qua- | Suitable 
Apoth. or recog. by lified 2 courses 
Lond. Society years. which may 
Exam. held:| Exam. fee 2. 2 years’ be offered 
July and 10 gns. whole-time | in lieu of 
Dec. or 4 years’ whole*time 
part-time or parte 
practice in time prac- 
industrial tice are held 
. or at Lond. 
similar ex- Sch. of Hyg. 
perience ahd Trop. 
and train- Med. and at 
ing; or Roy. Inst. 
whole-time | Publ. 
. Te- Health and 
search in Hyg. 
| industry 
Courses 
Teaching Body Length of Course Remarks 





Glasgow Univ. 3 terms whole-time. | Suitable for D.I.H. (conjoint) 
= £36 4s. 6d. 


Starts Oct. Fee 





Lond. Sch. of Hyg. 3 terms whole-time. 
and Trop. Med. Starts Oct. 
(London Univ.) 


D.P.H. course with industrial 
health as a special subject, and 
practical instruction including 
attendance at clinics and works 
medical department, as required 
for Part II, D.L.H. 

Examining Bodies: Conjoint 
Board or Soc. of Apoth., 
London 


Roy. Inst. of Pub.| Begins Feb. and July| Examining Bodies: Conjoint 
Health and Hyg. | approx.; whole-time}| Board or Soc. of Apoth., 

5 months or 550 London 

hours part-time (12 

months). Fee: whole- 

time, 52 gns.; part- 








time, 57 gns. 

Roffey Park One week whole-time| In maintenance of industrial 
Rehab. Centre, 9 gns. (includes fitness and rehabilitation; held 
Horsham, board and lodging, at intervals 
Sussex in residential club). 

Limited to 25 
graduates 











The Institute of Accident Surgery, associated with the 
Birmingham Accident Hospital, Bath Row, Birmingham, has 
been in existence since the end of 1950. It is concerned © 
with teaching and research in connexion with the preven- 
tion and treatment of injuries of all kinds. Regular courses 
in accident surgery have been held for surgeons, industrial 
medical officers, general practitioners, and nurses. A full 
week’s course on accident surgery will be held in December, 


- 1955, and May, 1956. An afternoon course for general 


practitioners will be held in October, 1955. 








PROFESSIONAL SOCIETIES 


British Medical Association __ 
The British Medical Association (Tavistock Square, Lon- 
don, W.C.1) was founded in 1832 to promote the medical 
and allied sciences and to maintain the honour and interests 
of the medical profession. Its membership covers 85% or 
more of the working profession of the country. It is recog- 
nized by the Government, local authorities, and other organ- 
izations, official and non-official, as the representative body 
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of the profession. Members are elected by the Council of 
the Branch for the area in which they reside, or, if they 
are serving with the Forces or for other reasons are not 
resident in a Branch area, by the Central Council. The 
Association has important Branches in Australia and New 
Zealand and flourishing local units in many parts of the 
British Commonwealth. The Medical Associations of 
Canada and South Africa are affiliated to the B.M.A. 

The policy of the Association is determined by the Repre- 
sentative Body, which is composed of representatives from 
all the Divisions. A Constitution Committee has been 
set up to consider and report on the reorganization of the 
Representative Body, which, with the growth of the Asso- 
ciation; has become somewhat unwieldy in size. The Coun- 
cil is the Association’s executive; its method of election 
has been recently revised to ensure as equal a representation 
of the regions as possible, as well as to afford opportunity 
for the election of a certain number of members on a 
national basis, and to include representation of the medical 
branches of the fighting Services, the public health service, 
and the Overseas Branches. 

The principal work of the Association is carried out 
through a large number of standing and special committees. 
The Central Consultants and Specialists Committee (which 
also has a regional organization) acts with the Royal Col- 
leges on all matters arising under the National Health Ser- 
vice Acts affecting consultants and specialists. The General 
Medical Services Committee acts as the executive of the 
Conference of representatives of Local Medical Committees 
in all questions affecting practitioners rendering general 
medical service under the Acts and is the recognized mouth- 
piece of the profession in this field. The Public Health 
Committee, which has a working agreement with the Society 
of Medical Officers of Health, deals with all matters relating 
to the public health service. Other committees of the Asso- 
ciation are concerned with private practice, ethical questions, 
and the encouragement of medical science and research, and 
there are joint committees with other bodies, for the con- 
sideration of matters of mutual interest. 

The privileges of members of the Association include 
participation in all its activities, central and local; the 
weekly receipt of the British Medical Journal and its Supple- 
ment; the use of the Association’s house and library at 
Tavistock Square, London, and elsewhere in Great Britain, 
and in certain Overseas Branches ; and the help of a highly 
skilled and experienced staff at Headquarters in the many 
difficulties and problems which arise in practice. 

In addition to the British Medical Journal the Association 
publishes a number of specialist journals and abstracts. 
The library of the Association contains 70,000 volumes, 
and 1,600 periodicals are received regularly. The library has 
a large lending and circulating service and is available for 
reading and reference purposes to members calling at the 
Association House. 


The Society of Medical Officers of Health 


The Society is fully conscious of the need to keep members 
abreast of modern practice and developments in the field of 
public health. Accordingly the various groups of the Society 
arrange refresher courses for their members, which are well 
attended. 

The County Borough Group holds a week-end school 
every year, during the month of July, for medical officers 
of county boroughs. The County District Group arranges 
a course for county district medical officers. The Maternity 
and Child Welfare Group holds a course of one week’s dura- 
tion each year, and occasionally a week-end course for senior 
medical officers. The School Health Service Group gener- 
ally holds a course for junior medical officers in London 
each year. For senior school medical officers a course is 
held every few years in different centres. 

Some of these courses are residential in character, and in 
this way opportunity is given for those attending to discuss 
more easily and readily their common problems and the 
advances which are being made year by year. 
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Medical Women’s Federation 


The Medical Women’s Federation (Tavistock House 
North, London, W.C.1) works closely with the British Medi- 
cal Association, and is represented by a woman member 
on the General: Medical Services Committee. The Federa- 
tion is the only professional organization consisting solely 
of medical women, and is thus in a positign to represent 
the interests of women doctors and to deal with the problems 
affecting them as a minority in the profession. It also con- 
siders and investigates medical matters of special concern 
to women doctors. The Federation has active local associa- 
tions all over the kingdom, including a large London asso- 
ciation, and an association of its overseas members. These 
associations meet regularly, and the Journal of the Federa- 
tion is published quarterly for private circulation among 
its members. 





ADVISORY BUREAUX 


Medical Practices Advisory Bureau 


Some seven years ago the Association established the 
Medical Practices Advisory Bureau under the direction of 
a medical member of the secretariat. 

The Bureau has two functions, it acts as an agency and 
a source of information concerning openings in various 
fields of medical practice, introducing partners, assistants, 
and locumtenents. In addition, the Bureau is prepared to 
advise on individual problems associated with the entry into 
and the day-to-day conduct of practice. For instance, the 
drawing-up of a partnership agreement is a matter for a 
lawyer, but there are many problems connected with con- 
tracts between doctors on which advice is needed from the 
medical rather than the legal angle. This advice is offered 
by the Bureau, and as it is a department of the B.M.A. its 
services are free of charge to members of the Association. 
Non-members may be required to pay nominal charges for 
the agency services. 

Inquiries should be addressed to the Medical Director 
either at the head office of the Association in London or 
at the branch offices: 33, Cross Street, Manchester; 7, 
Drumsheugh Gardens, Edinburgh, 3; or 234, St. Vincent 
Street, Glasgow, C.2. 


Empire Medical Advisory Bureau and the International 
Medical Visitors Bureau 


The Council of the Association has also set up at Head- 
quarters, Tavistock Square, two organizations, one for wel- 
coming and providing a personal advisory service for practi- 
tioners visiting this country from the Dominions and 
Colonies, and the other for performing a similar function 
for practitioners from countries outside the Common- 
wealth. 

The Empire Medical Advisory Bureau invites all medical 
visitors from Commonwealth countries to get in touch 
with it, if possible before arrival in this country, and to 
call at the Bureau as soon as possible after arrival and talk 
over with the medical director (Brigadier H. A. Sandiford) 
any points on which they may need advice or assistance. 
Last year more than 1,200 inquirers made use of the Bureau 
and over 2,000 old and new visitors called there. A pleasing 
feature is the increasing number of inquirers year by year 
who get in touch with the Bureau before leaving their own 
countries and are thus enabled to make most satisfactory 
arrangements for their arrival. Personal contact is main- 
tained with medical schools, postgraduate institutions, hos- 
pitals, and other bodies able to assist overseas visitors in 
the educational field. A register of suitable hotels and 
lodgings is maintained by the Bureau, and general informa- 
tion is afforded concerning travel, customs duties, facilities 
for sport, exhibitions, and the like. 
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The other organization is the International Medical Visitors 
Bureau, also located at B.M.A. House, under the director- 
ship of Brigadier Sandiford. Here again information is 
obtainable on postgraduate education, visits to hospitals and 
clinics are arranged, and assistance is given to visitors in 
finding accommodation and in other respects. 


Advice on Insurance 


The Medical Insurance Agency (B.M.A. House, Tavistock 
Square, London, W.C.1) is a recognized agent of all the 
leading insurance offices, and is thus able to obtain for 
members of the medical profession the best terms available 
in the insurance market at any given time. The Agency, 
which offers independent and unbiased advice, is conducted 
on a non-profit basis and distributes all its surplus to medical 
charities. These, to date, have benefited to the extent of over 
£190,000. Special loan facilities are available for the pur- 
chase of houses, motor-cars, and equipment. 








BRITISH MEDICAL STUDENTS’ ASSOCIATION 


The British Medical Students’ Association was founded in 
1942, and its membership now includes over 90% of the 
medical students of the country. It is purely a professional 
organization, providing a means of communication between 
the students in the different universities and hospitals, and 
also between British students and those in other countries. 
It presents the medical students’ viewpoint to the medical 
profession, to Government departments, and to other inter- 
ested bodies. The organization of the association depends 
on an annual general meeting, at which an executive com- 
mittee is elected, and on four regional councils. Both 
clinical and preclinical conferences are arranged from time 
to time, and these are appreciated not only for their 
academic interest but also for the opportunities which they 
provide for meeting fellow students from the different 
medical schools. Local activities of the constituent organi- 
zations of the association include lectures, visits, discussions, 
and the showing of films from the B.M.A. and other film 
libraries. Among its publications are the British Medical 
Students’ Journal which appears once a term, the B.M.S.A. 
Diary, and an annual list.of vacation appointments for those 
members requiring work in hospitals during vacations. 

The B.M.S.A. is keenly interested in the grants problems 
of its members, and cases of hardship are investigated. The 
association is hopeful that local education authorities will, 
respond to the encouragement recently given by the Minister 
of Education, who urged that maintenance allowances be 
raised to the level of those granted by the Ministry of 
Education. There has been wide divergence in the amounts 
paid by different local authorities to students whose needs 
are similar. Some authorities do not yet pay an extra main- 
tenance allowance to clinical students to cover the extra 
time they necessarily spend at hospital over and above the 
length of the academic year. 

The association is represented on the medical students 
and newly qualified practitioners subcommittee of the 
B.M.A. and on the undergraduate education committees of 
the College of General Practitioners. The association main- 
tains its close interest in the British Student Tuberculosis 
Foundation, of which it is a sponsoring body. In the 
field of sickness and other insurance the association has 
made arrangements with an insurance agency, set up by 
the profession for its own guidance, for the development of 
a special section to advise medical students. 

The B.M.S.A. is a founder member of the International 
Federation of Medical Student Associations, whose member- 
ship now includes most of the countries of western Europe 
as well as Yugoslavia and Turkey. The B.M.S.A. is the 
chairman-nation of the I.F.M.S.A. for the second time since 
the Federation was formed four years ago. The I.F.M.S.A. 
is developing successfully and is recognized by the World 
Medical Association and by Unesco. 


Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


The Integration of Medicine 


Sir,—Sir Harold Himsworth’s penetrating analysis 
(Journal, July 23, p. 217) of the present state of medicine 
in this country is extremely timely. The burden of his 
discourse—that future major advances in medical science 
will arise from the cross-fertilization of clinical medicine by 
the basic sciences, chemistry, physics, and physiology—is so 
important that it will be a thousand pities if its publication 
in the holiday season prevents it from stirring us into action. 

A candid assessment of this country’s contribution to the 
medical discoveries of the last decade fully supports his 
implied warning that we are in danger of ceasing to be a 
place where first-class medical learning and research are to 
be found. Since Fleming and Florey gave us penicillin, all 
too few major or “ primary” discoveries have come from 
this country, On the other hand, our métier seems to have 
become that of a testing-ground for therapeutic ideas largely 
discovered elsewhere (the controlled trials of anti-tubercu- 
losis drugs, of drugs used in infantile gastro-enteritis, of 
hormone treatment of rheumatic fever, of exchange trans- 
fusion in haemolytic disease of the newborn, for instance), 
“ secondary ” research which, though of the utmost useful- 
ness, is essentially prosaic and pedestrian. This is a painful 
state of affairs, for this country might easily have become 
the leading centre of medicine in Europe, in the sense that 
Germany was at the end of the 19th century, or Vienna 
was pre-1914. 

As Dr. Douglas Hubble (Journal, August 6, p. 376) points 
out, in the States, in Scandinavia, Holland, or Switzerland 
one meets plenty of doctors already well trained in clinical 
medicine who are spending two or three years working on 
some more or less academic problem whereby they become 
temporarily immersed in one of the basic sciences ; these 
men later return to clinical medicine to fertilize and enrich 
it. Yet here this logical sequence has become less and less 
common. Why are our younger men not devoting some 
years of their postgraduate training to equipping themselves 
scientifically as well as clinically? I should like to make 
the following points. . 

First, the extreme difficulty the young doctor has in get- 
ting a permanent appointment, whether in hospital or 
general practice, means that few dare to take the risk of 
leaving what they judge to be the accepted ladder leading 
either to general practice or to consultancy. Thus the ex- 
cessive number of doctors being trained in this country has 
led. paradoxically to a paucity of entrants for research and 
preclinical posts, a curious example of need in the midst 
of plenty. A brief year in the U.S.A. now seems as long as 
most men think they dare absent themselves from their home 
hospital.. Although we may hope that some day a better 
equilibrium between supply and demand of doctors will re- 
establish the pre-war situation, which encouraged a far more 
flexible arrangement of postgraduate training, this is a long- 
term effect for which we cannot afford to wait. A more 
effective remedy lies in a revision of our ideas about the 
proper training for a consultant. 

And here one is conscious of a steady undertow of pre- 
judice against appointing to a senior post in a clinical 
branch of medicine the man who, while well grounded 
clinically, has made his mark mainly outside the clinical 
field. The prevailing indifference to scientific achievement 
is likewise to be seen in the attitude of a committee making 
an.appointment to a clinical post; the candidate's list of 
scientific communications, scanned perfunctorily if at all, is 
apt to be the last fact about him to carry any weight. This 
being so, need we wonder why young men planning their 
careers firmly reject attempts to deflect them temporarily 


into the preclinical field ? 
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I believe that what is first needed is a change in the 
climate of opinion within the profession towards this matter, 
and that after this change has taken place hospital staffs 
will see to it that amongst those they elect will be some 
who have devoted an important part of their training to 
scientific work. Once a clear demand for such men has 
arisen, ways and means would be found to train them, 
whether through the machinery of the N.H.S. (as Dr. 
Hubble suggests), of the universities, or of the M.R.C. 

Let us then hope that Sir Harold’s discourse may do 
something towards bringing about such a change in attitude. 
If we go on as at present British medicine will continue 
to be sound rather than exciting, critical rather than creative, 
and always just a little out of date.—I am, etc., 


Cambridge. DouGtAs GAIRDNER. 


Research in Mental Illness 


Sir,—In discussing the annual report of the M.R.C. 
(Journal, July 23, p. 259) you write : “If there is one field 
which as yet seems a little neglected by M.R.C. workers it is 
psychiatry.” 

I do not wish in this letter to comment on the different 
causes of the diffidence of most qualified research workers, 
and of the medical public in general, to deal with the clinical 
side, in its widest aspect, of mental illnesses on a larger scale, 
except possibly where psychological and social aspects of 
psychiatry are concerned. But there is a very urgent need to 
do something for the patient who may become a victim of 
one. of the chronic psychoses, particularly of the group of 
so-called schizophrenias. It is little realized that in this 
country there are about 100,000 or more chronic psychotics 
living in mental hospitals (let alone the large number who 
lead a miserable existence outside). Despite drugs, surgical, 
electrical, and occupational therapy, they have become a 
total social loss. And year after year about 2,000 people, 
most of them young and before the prime of their life, will 
break down with so-called schizophrenia, and despite the 
above-mentioned modern treatment nearly all of them, within 
5 to 10 years, will be lost to themselves, to their relatives, 
friends, and to society. This annual total social loss is about 
as great or even greater than that caused by poliomyelitis in 
“epidemic” years. And yet how much is done nationally 
and internationally in the field of aetiological and therapeutic 
research for sufferers from poliomyelitis, and how little for 
these unfortunate mental patients. 

The mystery about the nature of the so-called schizo- 
phrenias is due to our present ignorance of the factors 
causing, or contributing to, the aetiologies of this group of 
diseases, and is increased further by the lack of agreement of 
results published by various authors. The main reasons for 
this are : (1) muddle about diagnosis and classification ; and 
(2) application of different techniques (mental and physical), 
often not under standard conditions. As long as this state of 
affairs continues there is little hope of real progress. It is 
here that the M.R.C. could be of considerable help in organ- 
izing teams in different hospitals to investigate patients, who 
should be first classified by standard clinical and laboratory 
diagnostic tests—e.g., as suggested elsewhere'—before they 
are examined with batteries of agreed*techniques (hereditary, 
constitutional, social, psychological, physiological, bacterio- 
logical, metabolical, biochemical, etc.). Any difference of 
results then existing should be elucidated. This done, con- 
sistent and comparable results would be obtained which 
could serve as standards. I am sure that, once this is 
achieved, the essential aetiological, pathological, and thera- 
peutical problems would become clear, so that one may 
begin to work at their solution. May I repeat, Sir, that 
2,000 young people affected yearly by this syndrome are 
within a short time condemned to chronic hospitalization ? 
This is a ‘terrible fact, not to speak of the grief caused to 
their families or of the cost to the community.—I am, etc., 


London, N.W.11. H. H. FLEISCHHACKER. 


REFERENCE 
1 Bullock, F. N., ef al.. J. ment. Sci., 1951, 97, 197. 
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Mental Health of Children 


Sm,—It is surely imperative in the crusade for the better 
mental health of children, as indicated in the circular which 
has been sent out to local authorities, that the family doctor 
should be to the forefront. Those of us who serve in 
juvenile courts notice continually that the so-called delin- 
quent children, or those brought in need of care and pro- 
tection or beyond control, are the children of “ problem 
families,” and it is astonishing how often that probation 
inquiries bring this fact to light. 

By then, however, only too often the damage is done, for 
it is obvious the “first appearance” is by no means the 
beginning of the phase. That is why we have such an 
important part to play. It is the family doctor who is first 
consulted with regard to functional symptoms in refractory 
children ; he knows the family background, and is, in these 
days, able to direct these cases to the psychiatric social 
worker and the child guidance clinic, where, as in other 
spheres of medicine, so much more can be done with early 
symptoms than with late disease. In those areas, and there 
are now so many, in which there is such a good liaison with 
the medical officer of health and his health visitors, and 
even open access to the child guidance clinic, we have an 
effective method in inaugurating treatment. 

One notices with interest that medical students in the 
course of their career are attending juvenile courts in in- 
creasing numbers. 
these social and moral problems, for none will realize more 
than they, if they go into general practice, how much misery 
these unstable people cause, not only to themselves, but 
to others, and that, alas, the mentally retarded will breed 
the like.—I am, etc., 


London, E.12. STANLEY THOMAS. 


Neurosis in General Practice 


Sir,—I was most interested to read the results of Dr. 
J. C. E. Pougher’s survey of his patients in Leamington 
(Journal, August 13, p. 409), for his conclusions bear out 
the impressions formed by my colleagues and myself in the 
course of our work at the North Kensington Marriage 
Welfare Centre. From our consultations with thousands of 
women who seek advice on contraception, we are of the 
opinion that breakdowns are often caused by unsatisfactory 
sexual relations, and that these are the results of misunder- 
standing and ignorance about the significance of sex. 

In order to help couples to establish harmonious marital 
relations the Centre has for over a year held informal talks 
on marriage. At the general discussions which follow the 
doctor’s explanation of the physiological and emotional 
aspects of sex and reproduction, we are coming to realize 
more and more the lack of wise instruction either by parents 
or in the schools in matters of sex. The time is surely 
long overdue for a realistic scheme to give this much-needed 
information as part of the general education which is every- 
one’s right. This problem tackled wisely could save untold 
misery and suffering and would equip our citizens of to- 
morrow with some of the information they need to make 
them good husbands, wives, and parents.—I am, etc., 


Londoa, W.10. Mary REDDING. 


Antimony and Schistosomiasis 


Sir.—In regard to Sir Philip Manson-Bahr’s appreciation 
of J. B. Christopherson that appeared in your issue of July 
30 (p. 327), may I be permitted to quote a passage and to 
correct two mistakes ? 

The passage is taken from my book The Biology and 
Treatment of Venereal Diseases (1915, p. 349, Harrison and 
Sons, London): “ Although not a venereal disease, I would 
like to mention here that I have had great success in treating 
cases of bilharzia with intravenous injections of antimony. 
In my experience, salvarsan is of no use in this complaint.” 


There is no better training ground in . 
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The first mistake is that I drew Christopherson’s attention 
to the use of antimony in the treatment of bilharziasis and 
ulcus molle serpiginosum, of which there were several cases 
amongst the labour troops, while he was on an official visit 
to Le Havre in 1917. The second mistake is that I have 
never claimed to have cured any manifestation of disease.— 
I am, etc., 


London, W.1. J. E. R. McDoNnaGu. 


Breath-holding Attacks 


Sirn,—While your leading article (Journal, August 13, 
p. 422) contains several controversial points, its gravest defect 
is one of omission. Perhaps the single most important fact 
about breath-holding attacks is that the child-is in no im- 
mediate danger. The attacks are self-limiting and have no 
unpleasant sequelae, provided one is sure that they are 
breath-holding attacks. There may be real difficulty in 
making the differentiation from epilepsy even when actually 
witnessed, but this is only in the very occasional case. If, 
then, the attack is, in itself, harmless, why the dramatic 
first-aid measures—the splashing, the slapping, the laying 
down ? The very mention of such activities contains the 
implicit suggestion of danger, precisely the notion which we 
must seck to remove from the distraught parents if we are 
to break the recurrent and ever stronger cycle of stimulus > 
breath-holding as a reaction—>parental fear>relief—chronic 
anxiety, with wildly fluctuating behaviour from punitive to 
over-solicitous, often in turn the reinitiating stimulus. In 
fact, the chosen measure itself becomes a new ritual incor- 
porated in the cycle of events. 

It is true that treatment is not easy, if by that it is 
meant that no briefly imparted, snappy formula will produce 
permanent results. It may be helpful, however, to state 
the basic requirements of successful management. The 
parents, or more particularly, where very young children are 
concerned, the mother, should be given the opportunity of 
telling their story spontaneously and in their own time to 
an attentive, sympathetic, and relaxed listener on at least 
two occasions, Direction by the physician should be limited 
to gentle deflection from absolute irrelevancy, incidentally 
quite rare. It is frequently difficult, but important, to resist 
giving premature advice on the management of this or that 
situation, in any case the advice being so often quite arbitrary. 
The parents, given these necessary therapeutic conditions, will 
usually find their own solutions with minimal intervention. 
Disappearance of the breath-holding attacks becomes almost 
incidental to the real therapeutic task.—I am, etc., 


Glasgow, C.3. FREDERICK H. STONE. 


' Foetal Distress 


Sir,—In their interesting article (Journal, August 6, p. 358) 
Mr. T. B. FitzGerald and Dr. C. N. McFarlane stress the 
need for timely intervention with foetal distress. I am 
reminded of a good illustration. 

The mother gave a history of one previous confinement, 
twenty years before, ending with a difficult forceps delivery. 
The first stage of her second labour lasted twelve hours, 
but during the second stage she began to pass. meconium. 
As she was making steady progress and the foetal heart 
rate was over 120, alertness rather than alarm seemed to 
be indicated. The forceps were placed in the sterilizer and 
a very close watch kept on the foetal heart, which was 
exceptionally easy to hear. After a few minutes the foetal 
heart rapidly slowed to about 90, became very irregular, 
stuttered and stopped. Its disappearance was confirmed by 
three of us—two midwives and a doctor. During these 
minutes the patient was anaesthetized, and the forceps 
removed from the sterilizer and cooled. After a hasty and 
cursory scrub-up of my hands and preparation of the patient, 
I applied forceps (deliberately omitting to catheterize her), 
performing an episiotomy, and delivered a pulseless baby. 
About 54 minutes had elapsed between disappearance of 
the foetal heart anc delivery ; auscultation during, and 


examination by three of us after, delivery confirmed the 
absence of foetal heart-beats. As a despairing action I 
injected some lobeline into the cord—and offered a silent 
prayer—and after about 45 seconds the baby gave a gasp 
and its heart began to beat. That was in 1949, and the 
child who was “dead” for over six minutes is alive and 
well to-day.—-I am, etc., 
Reading. K. DouGLas SALZMANN. 


Vaginal Ulceration due to Potassium Permanganate 


Sir,—Since drawing attention in the Journal of October 3, 
1953 (p. 759), to the use of potassium permanganate tablets 
by women who mistakenly thought that their introduction 
into the vagina caused abortion, I have seen many cases, 
in some of which very severe vaginal bleeding ensued. The 
case which prompts this letter is a woman who told me, 
after I had repaired ulcers from which she lost three pints 
(1.7 1.) of blood, that she had bought three 5-gr. (0.32-g.) 
tablets of potassium permanganate for the sum of £3 from 
an undisclosed source. That women will endanger their 
lives by such a useless practice is tragic enough ; that there 
should be such a profitable traffic in these tablets surely 
demands either widespread publicity of their inefficiency 
or some control of their sale.—I am, etc., 

London, E.C.1. E. A. J. ALMENT. 


“ Half-minute ” Thermometers 


Sir,—This interesting correspondence has at last been 
rounded by a graph in the letter by Drs. F. B. Beswick and 
P. Cole (Journal, August 6, p. 378). Everyone will now be 
satisfied. I would, however, wish humbly to add a post- 
script—something in this wise. 

The clinician knows the answer to this sort of question 
without being told. He knows it by “ instinct,” or perhaps 
I should say by his particular habit of thought, which is to 
observe and revere the workings of nature. The admini- 
Strative type, on the other hand, will not be really happy 
without a directive of some sort—for example, half-minute, 
two minutes. He may shine in committee by grasping 
instantaneously the meaning of a Governmental memo, 
but he lacks interest, and therefore insight, into the hidden 
mysteries of nature and science which alone can make him 
clinically free. 

Now herein lies a modern danger. Ours is the age of 
organization, in which the artist—that is, clinician—plays 
secand fiddle. It is the administrator, the welfare worker, 
who frames the medical regulations, sets up the external 
fagade of medicine—for example, the clinical thermometer 
for each patient each in its neat, tidy, hygienic, separate 
bottle, even though the result as recorded on the charts is 
phony. The clinician is congenitally unsuited for such 
work. Yet the Goddess of Medicine, which we all try to 
serve, remains in essence a trinity of science and art and 
craft.—I am, etc., 

Buxted, Sussex. 


W. R. E. Harrison. 


Penicillm Anaphylactoid Shock 


Sir,—I wish to put on record a case of severe anaphylac- 
toid reaction after penicillin injection. 

On February 19, 1953, I visited a patient who was com- 
plaining of pain and swelling in the left leg. The patient, 
a well-built woman of 54, said the inflammation had started 
two days ago and had spread rapidly. She had had a large 
varicose ulcer on the right leg for the past 11 years. The 
left calf showed a varicose vein, thrombosed along 6 in. 
(15.2 cm.) of its length, with skin reddening 1 in. (2.5 cm.) on 
either side. An injection of procaine penicillin (“ duracillin,” 
300,000 units) was given deeply in the upper and outer 
quadrant of the right buttock, with the usual precaution of 
with.‘rawing the plunger before injecting. One minute later the 
patient complained of faintness, and within another minute 
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she was unconscious. Pallor and cyanosis were marked, and, 
after an initial period of apnoea lasting two minutes, stertor- 
ous breathing commenced. The radial pulse was not palp- 
able and the heart sounds were faint. All limbs were flaccid. 
After removing the patient's dentures, turning the head to 
one side, and extending the neck to ensure maximum air- 
way, 10 minims (0.6 ml.) of 1 in 1,000 adrenaline and 1.7 ml. 
of nikethamide were given intramuscularly. Consciousness 
was regained 30 minutes later, but exhaustion and confusion 
were present for a further two to three hours. During the 
next 48 hours the temperature varied from 99° to 100.6° F. 
(37.2° to 38.1° C.). Generalized weakness persisted for three 
days and the phlebitis responded to a course of sulphadimi- 
dine without further incident. 

It was found later that the patient had not had an injection 
of penicillin before, but in 1948 the varicose ulcer had been 
treated with ung. penicillin. and this had caused local irrita- 
tion and “ blotches” round the ulcer.—I am, etc., 

Stalybridge, Cheshire. C. L. DUBBERLEY. 


Operative Treatment of Varicocele 


Sir,—Mr. W. A. T. Robb, in his article “ Operative Treat- 
ment of Varicocele ” (Journal, August 6, p. 355), states that 
the operative procedure used in his unit during the past 
three years is a modification of that described by Palomo,’ 
but surely this is only a slight variation of the Ivanissevich 
operation, which has been the standard method of treating 
varicocele in South America since 1918. 

Somalo’ said that Ivanissevich believed that reflux of 
blood in the spermatic veins should be treated by ligation. 
A high approach, a simple section between ligatures of the 
unified venous trunks, and omission of all other medical 
treatment are the characteristics of the operation of 
Ivanissevich. Having recently looked up the literature, I 
have been surprised to find that very little acknowledgment 
has been given in this country to Ivanissevich for his work 
on varicocele.—I am, etc., 

Liverpool. DONALD YOUNG. 
REFERENCES 


1 Palomo, A., J. Urol., 1949, 61, 604. 
2 Somalo, M., Sem. med., 1946, 2, 948. 


Treatment of Tuberculosis 


Sir,—I do not like the implied slur on the old tuber- 
culosis dispensary in your annotation on “ Home and Clinic 
Treatment of Tuberculosis ” (Journal, August 13, p. 424) in 
which you say “.. . chest hospitals which have become 
active centres of treatment—as different from the old sana- 
torium as is the chest clinic from the old dispensary,” as 
though the present layout was so very superior. What has 
changed is that different and newer methods of treatment 
have been evolved by the pure scientists and research 
workers, and these have been incorporated in the “chest 
clinic,” as indeed all proved advances in the diagnosis and 
treatment have been experimented with and tried out at 
the old “dispensary” throughout the years: first it was 
tuberculin therapy, immobilization at home with sandbags 
and all that—then the “new-fangled A.P.,” then pneumo- 
peritoneum, done both at home and the dispensary 30 years 
ago, and it is only because the discovery of the more recent 
antibiotics had not been made in the old dispensary days 
that they were not incorporated into the practice of that day. 

I maintain that a well-run and. efficiently organized dis- 
pensary of 30 years ago had the same true function as it 
should have to-day—of a sorting-house for diagnosis and 
the treatment and supervision of all types of chest disease, 
and, perhaps most important of all, directed then by a 
“tuberculosis officer” who not only did all he could to 
arrest and keep arrested the disease in all its manifestations 
—glands, abdomens, kidneys, orthopaedics, and the rest— 
but had a wider, saner public health outlook in the preven- 
tion of tuberculosis than appertains to many present-day 
“chest clinics.”—I am, etc., 

Barnsicy. H. A. CROWTHER. 


———_ 


Fluorine Hazards 


Sir,—The letter on fluorine hazards from Drs. Dagmar-C, 
Wilson and H. M. Sinclair (Journal, July 30, p. 324) is 
timely. It is remarkable that the medical profession jp 
general appears to take so little notice of the proposed 
fluoridation of public water supplies in four areas in this 
country. The proposal invoives a fundamental departure 
from the existing standards of pure water supply, in that a 
very toxic substance of unknown long-term effect is to be 
administered, without accurate control of dosage or con- 
sideration of possible individual hypersensitivity, to the entire 
population of a town of 85,000 inhabitants, and without the 
consent of the individual recipients. As a prospective but 
unwilling guénea-pig in Darlington, I feel very strongly 
about the matter. 

The representatives of the Ministry of Health appear to 
display a degree of disingenuousness in their advocacy of 
fluoridation. They say blandly that there is no evidence 
whatsoever that fluoridation with sodium fluoride at 1 part 
per million can be in any way harmful, but it would seem 
that very little search has so far been made for evidence 
of such effects, particularly in the elderly and the sick, 
There is evidence that fluorine in water is a cause of endemic 
goitre. The great prevalence of the diseases of degeneration 
at the present time may well be related to the over- 
sophistication of foodstuffs which is now so extensively 
practised—it cannot be a good idea to add yet another 
toxic substance to the mounting total. The practice has 
been banned by the Governments of Sweden and of 
Switzerland. 

To say that fluoridation at 1 p.p.m. is entirely safe makes 
no sense in the absence of any knowledge of the total 
fluorine intake from ether sources, or of the danger thres- 
hold for the substance when it is ingested daily throughout 
a lifetime. Further, it is by no means certain that the 
effects of sodium fluoride are identical with those of the 
much less toxic calcium salt, which is the one occurring 
naturally in water. 

The Ministry denies that fluoridation is mass medication, 
but it most certainly is. It is immoral to experiment upon 
the unconsenting human subject, but this is what they are 
attempting to do, in spite of intense local opposition. It is 
difficult to understand why such an essentially silly expedient 
is being promoted with such extreme vigour, the latest step 
being to induce the Darlington Town Council to send to 
every householder a propaganda leaflet, to be prepared by 
the Central Council for Health Education. It is to be hoped 
that this production may be more strictly objective in its 
discussion of the subject thar, are some of the statements 
of officials of the Ministry o3 Health. 

The precedent which wouldve established by the addition 
of a toxic substance to publ water supplies for a thera- 
peutic purpose is one whis@ is too dangerous to be 
tolerated.—I am, etc., 

Darlington. 



















ViILLIAM C. FOTHERGILL. 


Amnesia after ing 


Sir,—I am prompted, by a new@gaper article regarding a 


man who suffered from amnesia fo¥wing a swim, to report 


three similar cases which occurred my practice in July. 


n holiday. No past 
re to sun; no confes- 
2en swimming in the 
immediately after- 
de no complaint. 
‘e had retrograde 
examination re- 
*d 20, working 
“ntal trouble ; 


Case 1.—Professional man, aged 50; 
history of mental illness; no undue expo 
sion to any undue mental strain. He had 
sea for about 15 minutes and when dressil 
wards was seen to be disorientated. He 
His disorientation lasted for half an hour an 
amnesia for the whole of the period. Physic: 
vealed no abnormality. Case 2.—Student, male, 
in a hotel while on holiday. No past history of 
had recently been under strain when taking exami 
he found difficult. He went swimming at 5 p.m. 
recollection of events until he awoke in bed next ‘morning. 
Case 3.—Housewife, aged 55, on holiday. No past history of 
mental illness ; not under any undue stress; no precipitating cause 
discovered. She was noticed to be disorientated while dressing 


ovUlUhktmhlUCUC el 


ciga 
stim 
plez 
July 
earl 
am, 








ee ed 


+ Omer 


eon7Ty  rOaOTrna SS ew 


g 


Aus. 27, 1955 


CORRESPONDENCE Barris 565 


MEDICAL JOURNAL 








after 2 swim and had retrograde amnesia covering that period. 
Physical examination was negative. : 

Although the weather was hot and windless, none of them 
had been unduly exposed to the sun or had stayed in the 
water very long. I was at a losssto account for the illness, 
and I wonder if other doctors practising by the sea have 
observed similar cases.—I am, etc., 


Tenby. J. W. FLeMina. 


Carl Gustave Jung at 80 


Sir,—I well know that an editcr cannot keep his eye on every 
corner of such a journal as yours, and it is therefore with 
hesitation that I write to you on the subject of your article, 
“Carl Gustave Jung at 80” (Journal, August 6, p. 374). 
] would not do so were it not-that I find it most embarrass- 
ing for my name to be mentioned without those of the rest 
of my colleagues from the Society of Analytical Psycho- 
logy in London: Dr. Leopold Stein (chairman), Dr. Robert 
Moody (assistant director of the C. G. Jung Clinic), and 
Gerhard Adler (co-editor of the Collected Works of C. G. 
Jung), who all attended the Swiss celebrations as representa- 
tives of the Society. 

May I also register a regret that your article gave the 
impression, which I am sure you could not have intended, 
that the body representing analytical psychology: in England 
committed the unpardonable fault of overlooking the Swiss 
celebrations of Jung's 80th birthday ? The Society not only 
sent representatives but also gifts: Dr. Leopold Stein, in a 
delightful and accomplished speech, presented Professor 
Jung with a bound copy of the forthcoming Journal 
of Analytical Psychology of which Professor Jung him- 
self is an editor, a list of the distinguished guests at a 
reception recently held in London in honour of Jung’s 
birthday, and a cricket ball mounted in suitable manner 
upon a sound wooden base. The cricket ball was that used 
in a recent match between a team of analytical psycho- 
logists and another of psychoanalysts. We won, in a 
thrilling finish, by five runs ! 

You will perhaps allow me this opportunity of amplify- 
ing your statement that analysts from other countries than 
ours .were present by saying that the assembly of analysts 
made this occasion one on which to found an International 
Society of Analytical Psychology and to elect as its first 
president Dr. C. A. Meier, of Zurich.—I am, etc., 


London, W.1. MICHAEL FORDHAM. 


Heatstroke or Malaria ? 


Sir,—I have just read Dr. K. G. Hearne’s letter on this 
subject (Journal, April 2, p. 847). 1 worked in Hangchow 
from 1921 to 1952, where the summer temperature ranges 
from 85° to 107° F. (29.4° to 41.7° C.), with sometimes a 
variation of only say 96° to 102° F. (35.6° to 38.9° C.) 
between night and day, and often 100% humidity during the 
early part of the summer. We frequently saw heatstroke, 
especially during the hot and relatively dry months of July 
and August, and many Chinese died of this condition. 
Hangchow is heavily infected with malaria, especially benign 
tertian and subtertian, and we frequently found malaria 
parasites in the blood of heatstroke patients, but certainly 
not in all cases. In my opinion, however, heatstroke seldom, 
if ever, occurred in entirely normal persons. If malaria was 
not found there was commonly some other debilitating con- 
dition, even if it was only extreme constipation.—I am, etc., 


Hong Korg. STEPHEN D. STURTON. 


Comforters 


Sir,—A child’s father may smoke his pipe, and mother her 
cigarettes, yet, having thus satisfied their own needs of oral 
stimulation, must deny their infants the same, and only, 
pleasure. Dr. Nigel Swallow, what justice is this ? (Journal, 
July 23, p. 266.) Better surely the more liberal use in one’s 
early days of an easily cleaned, a-carcinogenic dummy.—I 
am, etc., r 


Chatteris, Cambs. J..A. M. MartTIN. 
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LORD HORDER OF ASHFORD 
G.C.V.O., M.D., D.C.L., F.R.C.P. 

We have received the following tributes to the late Lord 
Horder, whose obituary was published last week. 

Sir HENRY DALE, O.M., writes: Like others, no doubt, who 
also knew him first when they were his pupils at different 
periods, I have been reviving memories of my own first 
contacts with Lord Horder, which go back to an earlier 
stage than many can now recall. When I went to Bart's 
from Cambridge in 1900, Horder was only 29. He was 
already a medical registrar, and I remember him cross- 
ing the square, still with something of the air of the 
young countryman, not yet quite urbanized enough to 
feel unconscious of the long frock-coat and curly- 
brimmed “topper,” which the dignity of his position 
then imposed. There seemed to be always students eager 
to intercept him, and I soon heard of his growing fame 
as a teacher. “If you really want to learn something 
about the cases,” I was told, “try to get Tommy Horder 
to talk about them when he is checking the case records 
in the wards. You'll get more from him in half an 
hour than from many rounds with the old man.” And 
it was so indeed, though the physician was one for 
whom Horder had a special reverence. Horder was 
always ready and eager for frank discussion, whereas 
the seniors of those days were more inclined to ponti- 
ficate—an attitude which Horder never acquired. He 
was in much closer touch also with the new experimental 
knowledge, then just beginning to make itself felt in the 
practice of the wards. He was actively working, indeed, 
in bacteriology with Dr. (Sir Frederick) Andrewes, and a 
later result was a substantial publication on infective 
endocarditis. A few years after I had left Bart’s acci- 
dent gave Horder an acute personal interest in a 
bacteriological problem, when a necropsy infection 
started a streptococcal cellulitis, which spread with 
alarming rapidity up his arm. He attributed the saving 
of his arm, and perhaps of his life, to the use of an 
antiserum for his streptococcus, hurriedly and empiric- 
ally prepared in the Wellcome Laboratories, where I 
happened then to be working. I was never able to share 
this generous conviction, but it helped to keep me in con- 
tact with him and to confirm a friendship which I already 
prized immensely, and more and more with the passing 
of the years. His complete recovery was, in my case, 
to mean a great deal to a great many people. 

Like many in those early days who had no private 
resources, Horder had to spread his activities over a 
number of part-time appointments, preclinical and 
clinical, to keep himself afloat till he could get his foot 
on the only then obvious ladder, leading to consulting 
practice. I have sometimes wondered whether, if the 
way had then been open, as now, to whole-time appoint- 
ments for teaching and research, Horder would have 
found his opportunity in that way, and have left a name 
identified, perhaps, with some major advance in medical 
knowledge. He seemed to have so many qualifications 
for it—industry, eager interest, quick perception, a 
remarkable memory, a darting imagination, together 
with a special genius for teaching. I think that it may 
be. doubted, on the other hand, whether he could have 
disciplined his widely ranging interests to the optimal 
concentration on a particular problem. What is certain 
is that he was supremely qualified, by a richly original 
and generous character and a most attractive personality, 
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as well as by a matchless equipment of knowledge and 
experience, to become the leading medical consultant of 
his day, and’a trusted counsellor, though also a standard- 
bearer in manhy a campaign, on almost any matter 
related to the promotion and protection of health. 

Dr. G. E. W. WOLSTENHOLME writes: Many people with 
a far deeper and longer knowledge of Lord Horder will be 
writing of his fine accomplishments in his long life and the 
personal grief felt on his death. 

Lord Horder’s acceptance of the appointment as trustee 
and chairman of the executive council of the Ciba Foun- 
dation endowed it with the good will of many members of 
the medical profession, and so was an essential factor in 
enabling it to begin its work in international medical research. 
He kept an acutely observant eye on all its activities, and 
his wide experience, not to mention his warm human under- 
standing, will indeed be missed by all connected with the 
Foundation. Sad as we are now, it will, however, always 
remain an inspiration to have been included by Lord Horder 
amongst his “ friends and colleagues.” 

Dr. J. B. GURNeY SMITH writes: May I be allowed to pay 
a brief tribute to my revered and beloved chief? With 
Lord Horder’s passing it would almost seem as if a medi- 
cal epoch had come to an end, an epoch in which he played 
so notable a part. I feel none will mourn his death more 
than a host of his old clinical clerks at Bart's, who held 
him in the highest esteem and honour. His teaching was 
always dogmatic and profound, whether at the bedside or 
in the lecture-room. His clinical lectures will long be 
remembered, and his final lecture at Bart's, in which he 
dealt with clinical medicine as a whole, will be recalled by 
those who heard it for its deep learning and searching 
observations. His firm at Bart’s was a brilliant one, com- 
prising at times such distinguished clinicians as the late 
A. E. Gow and Geoffrey Evans of blessed memory. What 
impressed me most was his wonderful kindliness of manner 
and his sense of humour. One saw, indeed, the demonstra- 
tion of the authentic clinical approach. His humour was 
renowned and his smile characteristic. One will always 
recall the pre-war days at Bart's, when the traditional con- 
sultations used to take place on Thursday afternoon in 
medical out-patients. How we used to revel in the com- 
pletely good-natured cut and thrust of discussion in the 
treatment of the patients who were presented. If Lord 
Horder were there, and, indeed, none was more regular in 
presentation of cases, the clinical sparks would be sure to 
fly, to everyone's delight. His crusading spirit was vividly 
seen in connexion with the foundation of the Fellowship 
for Freedom in Medicine, and the profession will be etern- 
ally grateful to him for taking up the challenge of socialistic 
medicine in this way. Undoubtedly Bart's has lost her 
greatest son, and a host of friends and old pupils—he could 
never have had an enemy—salute his passing. 


E. W. AINLEY-WALKER, D.M., D.Sc. 
Dr. E. W. Ainley-Walker died at his home at Upavon, 
Wiltshire, on August 15, aged 84. He was Fellow 
Emeritus of University College, Oxford, and from 
1922 to 1930 Dean of the Medical School at Oxford, 
being the first to hold the appointment. 

Ernest William Ainley-Walker, the son of the Rev. 
William Henry Walker, was born at Doncaster on 
January 27, 1871, and was educated at Kingswood 
School, Bath, and at Rydal School. He won a scholar- 
ship to Christ Church, Oxford, where he was a Gold- 
smiths’ exhibitioner from 1891 to 1894. From the study 
of mathematics he turned to physiology, being placed 
in class | in the Final Honour School of Physiology in 
1894. After a year as assistant demonstrator of physio- 
logy at Oxford he went on to the London Hospital in 
1896 with the Price entrance scholarship, and two years 
later he won the Sutton scholarship. He graduated 
B.M., B.Ch. in 1899, and, after holding the posts of 
house-surgeon and physician at the London, was 





appointed Radcliffe Travelling Fellow. During the 
next three years he visited a number of Continental 
medical schools and carried out some research at the 
University of Berne. He proceeded to the D.M. in 1900, 
and in 1919 obtained the Oxford D.Sc. In 1902 he was 
appointed Gordon lecturer in experimental pathology 
and director of the pathological department at Guy’s 
Hospital, where a new pathological laboratory had been 
established. After winning the Gillson research scholar. 
ship in pathology of the Society of Apothecaries of 
London in 1905 he returned to Oxford, where he worked 
and lectured in the department of pathology for the rest 
of his career. In 1903 Ainley-Walker had been elected 
a Tutorial Fellow of University College, Oxford, and 
for many years he played an important part in the 
affairs of the College, where he became a Fellow, 
Praelector, and Tutor; he was also junior dean and a 
member of the governing body. For many years he 
was university reader in pathology and deputy pro- 
fessor of pathology. He examined in his subject for 
the universities of Oxford, Cambridge, Leeds, and 
Sheffield. As a teacher he was conscientious and 
patient, and his appointment in 1922 to the newly 
established post of dean of the school of medicine at 
Oxford was a popular one. He resigned from the 
deanship in 1930. During the first world war he served 
as a captain in the R.A.M.C((T.) attached to the Oxford 
University O.T.C., and later he was consulting patho- 
logist to the 3rd Southern General Hospital. 

As long ago as 1904 Ainley-Walker had acted as one 
of the secretaries of the Section of Pathology at the 
Annual Meeting of the British Medical Association at 
Oxford, and 32 years later, when the Association met 
again at Oxford, he was president of the Section. In 
his early years as a research worker Ainley-Walker 
worked on the bacteriology and immunology of typhoid 
fever. He published papers on antityphoid sera, on the 
production and specific treatment of typhoid fever in 
animals, and on immunization against immune sera. He 
was particularly interested in inflammation and_ pub- 
lished many papers on the subject, including a chapter 
in Pembrey and Ritchie’s Texthook of General Patho- 
logy (1913). He was also the author of a chapter on 
surgical bacteriology in Choyce’s System of Surgery. 

Ainley-Walker was twice married. His first wife, Miss 
Hilda Poulton, was the daughter of the late Sir Edward 
Bagnall Poulton, F.R.S., and she died in 1917. In 1919 
he married Miss Inez Skrine, daughter of Canon J. H. 
Skrine, D.D. He had a son and two daughters by his 
second marriage. 


We are indebted to Professor A. D. Garpner for the 
following appreciation: The death of Dr. E. W. Ainley- 
Walker at the age of 84 has brought him the release for 
which at times he longed from the growing ili-health that 
spoiled the latter years of his long retirement. He had the 
distinction of being the first medical tutorial Fellow of an 
Oxford College, and the first dean of the medical school (in 
those days entirely preclinical), an office which in fact he 
himself invented to meet the growing administrative needs 
of an enlarging medical faculty. His teaching of pathology 
and bacteriology in the university department was clear and 
comprehensive, and at the same time he had no difficulty in 
stimulating his college pupils to win the highest class of 
which they were capable in the Honour School of Physio- 
logy. Such success as a teacher would hardly have been 
possible had he not been a constant researcher, mainly in 
the fields of physiological pathology, bacteriology, and 
immunity, to which his contributions were of great variety 
and value. 

The life of a college medical tutor, combined with a 
readership in pathology and the deanship of the medical 
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school, satisfied his Mgdest ambisign and disinclined him to 
look for preferment elsswhere, whicii, if he had wished, he 
could certainly have obta¥yed. The care of his pupils, the 
development of their characters and achievements, gave 
him continual satisfaction, an& his deep personal interest 
jin their welfare earned him their Mfelong affection. It was~ 
characteristic of his great love of his college that he named 
the house at Upavon into which he retired after St. Cuthbert, 
the natron saint of “ Univ.” As dean of the medical school, 
working for an hour or two each morning in the museum, 
with a part-time secretary, he laid the foundation for the 
much larger organization which later proved necessary for 
the administration of an expanding school. Until very near 
the end his mind was as quick and his memory as true as in 
his active days, and he also preserved the ready and sympa- 
thetic sense of humour which was one of his attractions for 
the young, and which made him such good company for his 
older colleagues and friends. Even those who have not been 
able to keep in touch with him in recent years will feel 
saddened by the death of one who contributed so much to 
their success and happiness by his wise and skilful tutelage. 


STANLEY BARNES, M.D., D.Sc., LL.D., F.R.C.P. 


Dr. Stanley Barnes, who was dean of the Faculty of 
Medicine in the University of Birmingham from 1931 
to 1941 and honorary consulting physician to the Queen 
Elizabeth Hospital, died at his home in Edgbaston on 
August 11, aged 79. He was one of the leading neuro- 
logists of his day, but he will always be remembered in 
Birmingham for the part he played in developing the 
great new Hospitals Centre there and in establishing 
the University School of 
Medicine. 
Arthur Stanley Barnes 
was born at Altrincham 
on November 15, 1875, 
the second son of John 
Starkie Barnes. His elder 
brother was the late Dr. E. 
W. Barnes, F.R.S., former 
Bishop of Birmingham. 
From King  Edward’s 
School (Camp Hill) he 
went on with an entrance 
scholarship to what was 
then Mason Science Col- 
— mw} lege, taking the London 
\Eliot & Fry BSc. -with _ first-class 
honours in physiology in 
1895. He graduated in medicine in 1899, proceed- 
ing to the M.D. of London University in 1901. Two 
years later he took the M.B., Ch.B. degrees of Birming- . 
ham University and in 1906 the D.Sc. of the same 
university. He was admitted M.R.C.P. in 1902 and elected 
F.R.C.P. in 1914. After qualification he held resident 
posts at the old Queen’s Hospital, Birmingham, where he 
was house-physician to Dr. Arthur Foxwell. By this time 
he had begun to develop an interest in neurology, and 
for two years he was resident medical officer at the 
National Hospital, Queen Square, in the heroic age of 
Sir William Gowers, Hughlings Jackson,.and Victor 
Horsley. Fifty years later his admiration for these men 
was undimmed, and he recalled with particular affection 
how, when he was Gowers’s house-physician, he had 
proved as hysterical a case thought to be due to spinal 
tumour, and Sir William had generously and unexpec- 
tedly given him credit for the diagnosis at a packed 
lecture demonstration. 
When Barnes returned to Birmingham in 1903 he was 
appointed pathologist to the Queen’s Hospital, where 
he was also curator of the museum. Four years later 








he was appoinied assistant physician to the Birmingham 
General Hospital, becoming a full physician in 1913. 
For some years after the opening of the new Queen 
Elizabeth Hospital in 1938 he continued to act as 
honorary physician. By the time he became full 
physician he was recognized as a neurologist of un- 
usual ability and he had a large consulting practice, 
besides holding appointments at other hospitais in the 
midlands, including Birmingham Eye Hospital. Aa 
exceptionally gifted teacher and a very clear thinker, 
Barnes was able to make even the most complicated 
problems in neurology seem simple, and he used his 
skill as a mimic to enliven his lectures. In 1931 he was 
appointed dean of the Medical School at Birmingham, 
an office which he held until 1941, and it was during this 
time that he was very largely concerned in the develop- 
ment of the new medical school and Hospitals Centre. 
He was also director of a research department at Bir- 
mingham University, but he found he had to give more 
and more time to administration. Nevertheless he was 
able to inspire, others to undertake much valuable 
research and his influence will not soon be forgotten. 
Always energetic and enthusiastic, he took enormous 
pains in planning the buildings of the new school, and 
himself paid for the equipment in the faculty room and 
the dean’s room. After he had retired the University 
of Birmingham in 1942 conferred the honorary degree 
of LL.D. upon him, and the United Hospitals presented 
him with a portrait of himself painted by Mr. Harold 
Knight, R.A. 

In Birmingham Barnes was regarded as one of the 
leaders of the medical profession. He was an ex- 
president of the Midland Medical Society, the Queen’s 
Medical Society, and the Birmingham Medical Bene- 
volent Society. At the Royal Society of Medicine he 
held office as president of the Neurological Section in 
1931-2, and he had also been president of the Associa- 
tion of British Neurologists. At the Royal College of 
Physicians of London he was a member of the council 
from 1933 to 1935 and chairman of the neurological 
committee. He gave the Middlemore Lecture on the 
subject of ocular paralysis in 1912, and made many 
contributions to neurological literature, those now best 
known being on Wilson’s disease and on an unusual 
form of heredofamilial myopathy. In 1952 he published 
at his own expense a History of the Birmingham 
Medical Centre. Barnes held office at several Annual 
Meetings of the British Medical Association, being one 
of the secretaries of the Section of Medicine in 1911, a. 
secretary in 1910 and a vice-president in 1922 of the 
Section of Psychological Medicine and Neurology, and 
a vice-president of the Section of Neurology in 1932. 

He had many interests outside medicine, being some- 
thing of an authority on the archaeology of Birmingham. 
He played golf regularly and was a great fly-fisherman. 
In 1947 he published a little monograph on nylon knots, 
which were then quite new. He was also an expert 
chess player, and a keen and generous supporter of the 
Warwickshire County Cricket Club, of which he was 
president at the time of his death. He made many gifts 
to the club, including a stand at the Edgbaston ground 
which bears his name, and a gift of £5,000 towards the 
cost of reconstructing the pavilion. He was unmarried. 


M.J. writes: When I first knew Dr. Stanley Barnes he 
was already well over 70, but very sturdy and erect, and 
with his high forehead and white hair there was something 
leonine in his looks that suggested he had been a most 
formidable character in his younger days. Indeed, he must 
have been, for his was the moving spirit in the creation— 
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against considerable opposition—of the new Medical School 
and the Queen Elizabeth Hospitat-in Birmingham, ventures 
to which he: gave his time and money unstintingly. He 
once told me that in 1936 or 1937 he attended something like 
300 committee meetings in the year, which made such in- 
roads on his private practice that he decided to give up 
all attempt at the latter, which must have been a wrench 
to a man so devoted to clinical medicine as he. He was 
a neurologist in the grand old tradition, a tradition which 
had, I think, demanded (and perhaps sometimes even delib- 
erately cultivated) a certain brusqueness of manner, and 
according to which all non-neurological physicians were 
held in almost open contempt. One still sometimes meets 
patients who were under his care in the 1920's who speak 
respectfully of his attention and skill as a physician. By 
one of those odd turns of fate some years ago he even 
suffered himself from a neurological condition—a subdural 
haematoma which presented (as they so often do) in a 
puzzling manner and without known precipitant—from 
which he fortunately made a complete recovery. Even in 
retirement he kept up his interest in medicine, and regularly 
came to meetings of the West Midlands Physicians Associa- 
tion from its foundation in 1950. He will be greatly missed 
by a large circle of friends. 


T. G. CAMERON, F.R.CS. 


Mr. T. G. Cameron, consultant surgeon to the South- 
west Durham group of hospitals, died suddenly on 
July 19 at the age of 37. 

Born at Sunderland on April 30, 1918, Thomas 
Gordon Cameron was educated at Rossall School. 
He studied medicine at King’s College Medical School, 
Newcastle-upon-Tyne, and graduated M.B., B.S. from 
Durham University in 1940. In the same year, 
following resident appointments at Sunderland Royal 
Infirmary and an E.M.S. Hospital at Ryhope, he was 
commissioned as a lieu- 
tenant in the R.A.M.C. 
He served with the 11th 
Light Field Ambulance in 
the 9th Armoured Divi- 
sion and the 79th 
Armoured Division until 
six weeks before “D” 
day, when he became regi- 
mental medical officer of 
the 13/18th Hussars, 
‘Queen Mary’s Own. He 
landed with the regiment 
in Normandy on “D” 
day, and a few weeks later 
was given an immediate 
award of the Military 
Cross for extreme devo- 
tion to duty while under 
continuous mortar fire, showing a complete disregard for 
his own personal safety in order to render medical assis- 
tance to others. Such demeanour was typical of Gordon 
Cameron and made him admired and respected, and an 
example to follow, in the Army units in which he served. 
In December, 1944, he transferred to the Army Blood 
Transfusion Service, and was given command of a 
field transfusion unit, and towards the end of the 
European campaign he worked for two months at 
Belsen concentration camp. After promotion to the 
rank of major he became senior medical officer of 
troopships, serving in s.s. Stratheden and s.s. Cameronia 
until his demobilization. A few years after demobiliza- 
tion he joined the Territorial Army, serving with the 
first Northern General Hospital, and held the rank of 
lieutenant-colonel. 





see, 


On return to civil life in i946 Gordon Cameron 
decided to embark upon a surgical career, and with 
this aim in view became a demonstrator in the depart- 
ment of anatomy at the King’s College Medical School, 
Newcastle-upon-Tyne. In 1947 he began work with 
the professorial surgical clinic at the Royal Victoria 
Infirmary under the guidance of Professor F. H. 
Bentley and Mr. Norman Hodgson, first as house- 
surgeon and later as registrar. He became a Fellow 
of the Royal College of Surgeons of England in 1949. 
His seniors and teachers soon realized the capabilities 
of Gordon Cameron, a man with great personality and 
charm, and their confidence in him was shown by his 
appointment to the post of senior surgical registrar in 
the Royal Victoria Infirmary in 1951. It was while 
holding this appointment that he gained a wealth of 
surgical experience in a very short time, and once more 
proved his worth to his former teachers. He was at: 
this time, in conjunction with the reader in medicine at 
Durham University, carrying out research in the form 
of a detailed assessment of 400 cases after partial 
gastrectomy and 300 cases after vagotomy and gastro- 
enterostomy. 

His capacity for work was limitless, and he was 
always willing to take responsibility, so it was no sur- 
prise that, despite his youth, the Newcastle-upon-Tyne 
Regional Hospital Board thought fit in 1953 to appoint 
him as consultant surgeon to the South-west Durham 
group of hospitals, to work mainly at Bishop Auckland 
General Hospital. In 1953 he went to live at Bishop 
Auckland, and soon endeared himself to the hearts of 
a wide circle of friends, who realized their great for- 
tune in having among them a person whose skill, ex- 
perience, and wise counsel was much greater than his 
years. He was respected and admired by all with whom 
he came in contact—his colleagues, his patients, and 
friends alike. His patients could not speak too highly 
about him, and the excellent work he accomplished in 
south-west Durham in so short a time more than justified 
the confidence placed in him by those who elected him 
for the post. Gordon Cameron had had a short but 
extremely happy married life, and there are many who 
will feel deep and sincere sympathy for his wife and 
their year-old son. He is deeply mourned by his 
professional colleagues and friends.—D. T. P. 

F.G.T. and W.W. write: Gordon Cameron’s achieve- 
ments during the war and in medicine were recognized by 
all. For those who knew him best, however, it was his 
capacity for friendship that was his outstanding quality, so 
it is not surprising that his untimely death has left a grievous 
gap in many diverse circles. If he did not suffer fools gladly, 
at least he treated them with courtesy, and his judgments 
were always considerate and kindly. His sense of humour 
never deserted him, so that under all circumstances he 
appeared at ease and was completely without any physi- 
cal fear. An ideal companion whether doing an eight- 
some reel in a Cheviot barn, dinghy-sailing in a gale, last 
in a car rally, or merely coping with an irate head-waiter 
or gendarme in Carcassonne. Under these latter circum- 
stances his eloquence en francais was remarkable, and the 
resulting confusion invariably won the day. [I suspect that 
none of his listeners understood more than the occasional 
phrase, but I know that Gordon understood even less. 
This is not to imply that he was without his domestic 
virtues, for those of us privileged to enjoy the hospitality 
of his home knew that there he had found his greatest 
happiness. 

A. H.W. writes: Gordon Cameron was a most hard- 
working and skilled surgeon who endeared himself to every- 
one with whom he came in contact. Fond of teaching 
students, he sought every opportunity to impart knowledge 
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to the surgical dressers and he was never happier than when 
he was taking a surgical teaching round. Tall and cheerful 
and with apparently inexhaustible energy, Cameron never 
seemed to be put out, tired, or over-worked, At the end 
of his time as a senior surgical registrar at the Royal 
Victoria Infirmary it was obvious that some more important 
position would be occupied by him before long, and quite 
recently he was appointed as a surgical consultant to work 
in south Durham. His colleagues in Newcastle were de- 
lighted and thought it fitting when Cameron was appointed 
to the position of consulting surgeon at the Bishop Auck- 
land Hospital, and although he was only spared for a short 
time to work there, he had already made his mark and 
become known for his skill over a wide area south of 
Newcastle. Recently Cameron was away at a Territorial 
camp and was apparently in his usual robust health. He 


‘had only been home for three days when he was stricken 


with an acute coronary lesion, When he was taken ill he 
was in the drill hall at Newcastle, and it was some little 
compensation to his friends to know that he had some col- 
leagues with him during the half-hour or so which elapsed 
between the onset of his attack and his passing. 


M. G. BAKER, M.R.C.S., L.R.C,P. 


We record with regret the death on August 17 of Dr. 
M. G. Baker, of Ashby-de-la-Zouch, as a result of his 
very gallant action in descending a 65-ft. well in an 
attempt to rescue two men overcome by petrol fumes. 
He did not wait for the help which was on the way from 
a near-by rescue station, but made the attempt alone, 
insisting that he was all right. He is reported to have 
shouted that the men were beyond aid, and then, 
after he had lost consciousness, his supporting rope be- 
came entangled in the ladder platform and could not be 
freed by the two women who were holding it. 

Mark Gregory Baker was born on December 10, 1913, 
and was educated at Wrekin College and at Sheffield 
University, qualifying M.R.C.S., L.R.C.P. in 1938. After 
qualification he acted for a time as an assistant in a 
practice at Leeds and he also held an appointment at 
the Children’s Hospital, Sheffield, before settling in 
practice at Ashby-de-la-Zouch in 1939. In the same 
year he married Miss Ailsa Atkinson, a fellow medical 
student at Sheffield, who qualified with him in 1938, 
and she survives him, together with a son and a 
daughter. 


Dr. J. READDIE SALMOND writes: From the beginning Dr. 
Mark Baker was very successful. , His fresh, cheery manner, 
his infectious chuckle, together with his professional skill 
in both diagnosis and treatment, earned him an enlarging 
circle of patients and friends. He was on the staff of the 
Ashby Cottage Hospital as medical officer, and did good 
work in the maternity wing. It was my pleasure to come 
into close contact with him, and I always found him scru- 
pulously fair, of great professional integrity, and possessed 
of a youthful and lovable nature as well as an extremely 
elastic mind which saw every side of a question. He com- 
peted in motor rallies and endurance tests with enthusiasm 
and success, and was highly skilled in the making of model 
railways and engines. Only recently he had laid out a 
model railway in his garden. He distinguished himself in 
the second world war by his quick response to the call of 
duty during air raids, when his only thought was for the 
safety and well-being of his patients. An American once 
defined the perfect gentleman as “a man who is always 
kind and considerate to people who could never be of the 
slightest use to him,” and this applied completely to Dr. 
Baker. The medical profession has lost a member of whom 
it may well be proud, and whose, devotion to duty at the 
cost of his life has impressed colleagues and the public 
alike. 


J. C. FLUGEL, M.A., D.Sc. 


Dr. J. C. Flugel, assistant professor of psychology, Uni- 
versity College, London, died suddenly at his home on 
August 6, aged 71. At the age of 18 John Carl Flugel 
obtained an exhibition at Balliol College, Oxford, where 
he proceeded to read classical moderations and Greats. 
After studying under Professor Kiilpe in the University 
of Wiirzburg, he returned to Oxford, and in 1908 won 
the John Locke Scholarship in Mental Philosophy. In 
the following year he was: appointed demonstrator in 
psychology at University College, London ; he became 
senior lecturer in 1920, and assistant professor in 1929. 
On resigning the chair in 1944 he continued to give 
courses as special lecturer. 

He was a keen member of the British Psychological 
Society from its earliest years, and served as honorary 
secretary from 1911 until 1920, as honorary librarian to 
1932, and as president from 1932 to 1935. At Uni- 


_ versity College he was for over 20 years in charge of 


the experimental work at the laboratory. Outside the 
department he was most widely known for his books 
and papers on psycho-analysis; and in 1920 he was 
appointed honorary secretary of the International 
Psycho-analytic Association. 

Even after his retirement from regular academic work 
he carried on active work as a member of numerous 
psychological committees. In 1948 he became chair- 
man of the programme committee of the International 
Congress on Mental Health ; and in 1950 he was elected 
president of the Psychology Section of the British 
Association. He was a man of wide interests ; but his 
most influential and lasting contributions have been his 
attempts to reinterpret Freudian doctrines in terms of 
orthodox British psychology. 


Sir Cyriz Burt writes: Dr. Flugel was one of the first 
students to receive a formal training in psychology before 
it had gained full recognition as a branch of natural science. 
Modest and unassuming in his manner, he possessed a 
courageous mind which loved to explore new and unortho- 
dox fields ; yet he enjoyed a curious intuitive insight which 
led him to seize on topics that were to become the crucial 
problems of the near future. In their pursuit he readily 
defied all current conventions. For a Balliol man to desert 
Plato for Darwin and Spencer, attend lectures on physiology 
by Gotch, and embark on psychological experiments in the 
Museum laboratory was in those days something of a 
scandal. To study hypnotism was to incur a charge of 
dabbling in the black arts. To become a member of the 
Society for Psychical Research and organize seances was 
even worse. 

His boldest exploit was to start courses on psycho-analysis 
shortly after his appointment at University College. Here 
his training in philosophy and experimental research proved 
invaluable ; and he was able to expound the theories of 
Freud in a critical and impartial spirit. His first important 
publication, The Psychoanalytic Study of the Family (1921), 
at once attracted attention both from medical circles and 
from the general public. A more popular volume, based 
on wide reading and many minor investigations, was his 
Psychology of Clothes (1930). Three years later he pro- 
duced a well-documented survey of the history of mental 
science from 1833 to the date of publication, 1933, entitled 
A Hundred Years of Psychology: it still remains the most 
authoritative British textbook on the subject. In Men and 
their Motives (1934) and in Man, Morals and Society (1945), 
he returned to psycho-analytic themes in the hope of demon- 
strating the importance of Freudian concepts alike for 
sociology and for ethics. 

For half a century—practically the whole of his work- 
ing life—he devoted himself to the service of the new 
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department of psychology at University College, which had 
just been organized when he joined it. He had a lucid and 
persuasive style that enabled him to win a hearing for 
ideas which. otherwise might have seemed far-fetched or 
forbidding, and turned him into an excellent teacher. His 
sympathy and tolerance, coupled with an unusual gift for 
languages, made him popular with students from all over 
the world. 





Dr. J. Bonnett Howe.t, who was medical officer of 
health for Hammersmith for over a quarter of a century, 
died in the West London Hospital on August 10 at the age 
of 77. James Bonnell Howell was born on September 30, 
1877, and received his medical education at University 
College Hospital Medical School, where he gained the gold 
medal in midwifery and gynaecology in 1904 and the Liston 
gold medal in surgery in 1905, the year in which he qualified 
M.R.C.S.,. L.R.C.P. He was assistant medical officer at 
the London County Asylum at Hanwell for some years, 
and then, after obtaining the D.P.H. of the English Royal 
Colleges in 1911, was appointed assistant medical officer of 
health and bacteriologist to the Stepney Borough Council 
in 1912, Two years later he took up the appointment of 
medical officer of health and administrative tuberculosis 
officer at Hammersmith, where he remained until 1942, 
when he retired. He had hardly assumed his: new duties, 
however, when the first world war broke out, and he left 
Hammersmith to serve in the R.A.M.C. He attained the 
rank of major, and for a time was specialist sanitary officer 
in the Aldershot Command. For a number of years he 
was the Edward Jenner lecturer in public health at St. 
George's Hospital, and lecturer in public health at the 
West London Hospital. He was also an Edwin Chadwick 
lecturer of the Royal Institute of Public Health and 
Hygiene. A Fellow of the Royal Sanitary Institute (now 
the Royal Society for the Promotion of Health), he had 
been chairman of its examining body. Upon the formation 
of the Metropolitan Boroughs Medical Officers Group in 
1930 he was appointed to the chair, continuing in that office 
until 1934, and for a period he was president of the Metro- 
politan Branch of the Society of Medical Officers of Health. 
Dr. Bonnell Howell was a much-loved character, and made 
no secret of his pride in his Welsh descent: it was said that 
anyone who could speak some Welsh and claim to be a 
Welshman could rely on obtaining 5s. from him to “see 
him through the day.” He was certainly well known for 
his kindness in helping anyone who was in trouble. He 
leaves a widow and a son and daughter, both of whom 
are entering the medical profession.—F. M. D. 

eye 


Dr. JAMES B. SUMNER, formerly professor of biochemistry 
at Cornell University, died at Buffalo on August 12, aged 
67. James Batcheller Sumner was born in 1887 and educated 
at Harvard, where he graduated in 1910. After holding 
research and teaching posts he joined Cornell University in 
1914 as assistant professor of biochemistry. He was 
appointed to the full professorship in 1929 and retired on 
July 1 last. 

In 1926 Sumner first isolated and crystallized an enzyme 
(urease). His pioneer work in this field enabled J. W. 
Northrop to achieve the crystallization of pepsin and other 
enzymes, and the isolation of trypsin and chymotrypsin. The 
work of Sumner and Northrop made possible detailed studies 
of the chemistry of enzymes, and led W. M. Stanley in 
1935 to achieve the isolation in crystalline form of the 
tobacco-mosaic virus ; this material was subsequently shown 
to be a nucleoprotein. This discovery was followed by the 
isolation of a number of other viruses in highly purified 
and, in some instances, crystalline form. 

Sumner'’s work was recognized by the award in 1946 of 
half the Nobel Prize for chemistry “for his discovery that 
enzymes can be crystallized,” the other half being shared by 
Northrop and Stanley “for their preparations of enzymes 
and virus proteins in a pure form.” 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending Aug. 6 (No. 3}) 
and corresponding week 1954. 


Figures of cases are for the countries shown and London administrative 
county, Figures of deaths and births are for the 160 great towns jn 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no retufn available, 

The table is based on information supplicd by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
























































































































































































































































CASES 1955 4 1954 
in Countries ae g/. 2 a et l g/s 2 
and London ah = = 
, 1S isizladl as (8 13lz é 
} } |———|——_ eer D 
Diphtheria.. ..| 3} Of S| O Hf 18 3} S| Of oO 
Dysentery .. .. | 392} 63) 141) 19) 3] 324) 42/134) 3) 
i——} —|— |__| 
Encephalitis, acute 33 9 =| (O 2 to @ 6 
Enteric fever: 

Typhoid. ..| 24) 2 3) I 3} Of 2) 0 

Paratyphoid 5 1 0} 0 1 4 08 1) OS(B) 
Food-poisoning .. | 361) 44 9! 207] 19 | 
Infective enteritis or | | 

diarrhoea under } 

2 years .. ¥ 15) 4c p a 11! 
Measies* .... | 9,971| 130, 33] $9) 78] 2,892 126) 30, 71 92 
Meningococcal infec- | * ol ¢ ol i , i i 

tion ee | |} te 
Ophthalmia neona- | } 

tocum .. ..| 26 O 2 O 33} 3) 7} 0 0 

| | — 

Pneumoniat ..| 188) 13, 66) 6 234] 14 91) 6 0 
Poliompelicie, acute: | wn ol a A 
‘aralytic is 

Non-paralytic .. 161) 36118 o ! 30 3 } a 
Puerperal fever§ .. 253; 34, 8 3 229) 49) 9) 1 
Scarlet fever... | 196 11} 24) 21| 8 532 34) 70, 15) 26 

a ee |e | pees 
Tuberculosis : } | 

Respiratory ée $512} 61) 112) 14 540; 61) 106) 31 

Non-respiratory. . 7} 3} 29) 2 74) 12) 23) 6 
Whooping-cough .. | 1,553] 83) 79) 91] 81] 1,710) 76) 131) 11 29 

| 1955 1954 
DEATHS 2 rol oa Fy 2 a1 [ - ' | 2 

in Great Towns | »& eilisi= eaie¢isi=ie 

7 | £12 5 £ 

az | 3 3 Z\a [oe ola zZ\a 
Diphtheria . 3s o o Oo oO O o oO 0 0 0 
Dysentery .. as 0) 0 | 9 0 0) 
iti G S| a 
Encephalitis, acute. . | 0 | | |_° 
Enteric fever wi 9 oO 0} 0 1 8 8 O 0 
he Ey Saf en ee ee 

Infective enteritis or | 

diarrhoea under | i 

2 years oof 6 9 1 oO 3 2, Oo o 0 1 
Influenza... |} 9 Oo Om 4 ae 
Measles .. .. |} 9 Oo oO 1 | oF oO 9 0 
Meningococcal infec- 0 0 | d | t 

tion ay 54 7 | 
Pneumonia | ia} 12, 8 3} tal 13] 19) 11) 0 
Poliomyelitis, acute 4 0 | R 3) 0) | 0 

mee eh. es ee ee 

Scarlet fever £ 0 0| 0} of | 9 9 9 0 

, ms ae 
Tuberculosis : 

Respiratory “a 9 «63 0 3 8} 11) OF 4 

Non-respiratory } 55 { 2 3) 0 1 } 58 { 0 13) q ¢ 
Whooping-cough .. | oo oO W 1 0) o oa Oo 0 
Deaths 0-1 year... | 175] 19) 13) 4| 14) 196 23) 41] | 7 
Deaths (excludin 

otittbirte) od 4,057| 549| 453) 77 134 and 614) 548| 97) 116 
LIVE BIRTHS .. | 7,052|1075| 883] 237| 366] 7,099|1112| 891| 220) 401 
STILLBIRTHS ..| 180) 17) 18 181! 13) 31 























* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Poliomyelitis 


The incidence of acute poliomyelitis in England and Wales 
is now above average, but it is too early yet to say what 
the extent of the outbreak is likely to be. In the week 
ending August 13, 358 cases were notified, as compared with 
307 in the previous week. 194 cases were paralytic and 
164 non-paralytic. In the 160 great towns 8 deaths were 
registered. The total of uncorrected notifications from the 
beginning of the year to the end of that week is 1,878, as 
compared with 1,163 in 1954, 2,574 in 1953, 1,911 in 1952, 
1,510 in 1951, and 2,986 in 1950. 

The continued increase in notifications has been fairly 
general. The rates at the following places are above the 
average ; the figures are for cases notified up to August 13 
(with incidence per 100,000 population in parentheses): 
Barnsley C.B. 68 (90.7), Hoyland Nether U.D. 11 (69.4), 
Dover M.B. 18 (52.9), Stepney Mt, B. 44 (44.9), Wombwell 
U.D. 8 (42.5), Willesden M.B. 71 (40.0), Thurrock U.D. 36 
(37.1), Poplar Mt. B. 26 (36.2), Worsborough U.D..5 (34.8), 
Wisbech 5 (29.1), Aylesbury R.D. 8 (25.3), Hammersmith 
Mt. B. 25 (21.5). 

The proportionately larger number of paralytic cases noti- 
fied in the week ending August 13 is in contrast to the 
unusual excess of non-paralytic cases notified in recent 
weeks. But in Middlesex, Essex, and London the non- 
paralytic remain in excess of the paralytic. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1946-54 are shown thus ------ , the figures for 
1955 thus Except for the curves showing notifica- 
tions in 1955, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


A decline in the number of notifications was recorded for 
most infectious diseases in England and Wales during 
the week ending August 6. The falls included 2,129 for 
measles, from 12,100 to 9,971, 152 for whooping-cough, 
from 1,705 to 1,553, 146 for scarlet fever,’ from 342 to 196, 
79 for dysentery, from 471 to 392, and 45 for acute pneu- 
monia, from 233 to 188; the only large exception to the de- 
creasing trend was a rise of 66 for acute poliomyelitis, from 
241 to 307. 

The largest falls in the incidence of measles were 295 in 
Glamorganshire, from 924 to 629, 202 in Gloucestershire, 
from. 586 to 384, 203 in Devonshire, from 617 to 414, 171 in 
Sussex, from 670 to 499, 136 in Northamptonshire, from 427 
to 291, and 129 in Lancashire, from 524 to 395; the chief 
exception to the falling trend was a rise of 109 in Bucking- 
hamshire, from 154 to 263. The number of notifications 
of scarlet fever reached a record low level, and during the 
week a fall was recorded in every region. The largest de- 
clines in the notifications of whooping-cough were 37 in 
Warwickshire, from 118 to 81, 34 in Lancashire, from 263 to 
229, 34 in Yorkshire West Riding, from 170 to 136. Only 
5 cases of diphtheria were notified, being 2 fewer than in the 
preceding week. The incidence of acute pneumonia was the 
lowest for two years, 

7 of the 24 cases of paratyphoid fever were notified in 
Essex ; these were spread over 6 areas. ‘ 

The notifications of dysentery were the fewest for 30 
weeks. The largest returns were Lancashire 103 (Liverpool 
C.B. 49; the remaining cases were scattered over 21 admin- 
istrative areas), London 63 (St. Pancras 22), Yorkshire West 
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Riding 54 (Leeds C.B. 19), Durham 42 (Jarrow M.B. 25), 
and Northumberland 15 (Newcastle-upon-Tyne C.B. 9). 

In Scotland 88 of the 141 cases of dysentery were notified 
in Glasgow, and 11 of the 18 cases of acute poliomyelitis 
were notified in this city. 


Outbreak at Royal Free 


Fewer cases are now being reported of the obscure disease 
at the Royal Free Hospital, and the outbreak there is 
declining. The virus believed to be causing it has not yet 
been identified, and it is thought that some time may elapse 
before it is. None of the patients have been critically ill, 
though the nervous lesions in some seem to be recovering 
only slowly. These are chiefly lower motor-neurone lesions ; 
sensory loss is showing quicker improvement. 


Week ending August 13 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 234, whoop- 
ing-cough 1,860, diphtheria 4, measles 8,088, acute pneu- 
monia 194, acute poliomyelitis 358, dysentery 373, para- 
typhoid fever 19, and typhoid fever 2. 





Medical News 








Medical Practice in Canada.—Those contemplating prac- 
tice in Canada will find the Canadian Medical Association 
Journal's recent symposium on medical education most help- 
ful. The symposium appeared in the July 15 issue. Besides 
accounts of the twelve schools of medicine in the Dominjon, 
and a number of general articles on medical education, the 
symposium includes an article by Dr. W. BRAMLEY-Moore 
on medical licensure in Canada, which gives details of the 
regulations governing medical practice in the various pro- 
vinces. A leading article in the same issue of the Canadian 
Medical Association Journal corrects a prevalent impression 
that Canada’ is an under-doctored country. According to a 
survey carried out last year by the Department of National 
Health and Welfare there is one physician for every 948 
of the population. A corresponding figure for Britain is 
about one to 900. 


Atoms in Medicine.—The very high voltages now being 
used in medicine and industry are attained by so-called 
accelerators, cyclic or linear, and a group of exhibits illus- 
trating them is now. on show at the Science Museum, South 
Kensington, London, S.W.7. The earliest form of cyclic 
accelerator, the cyclotron, was designed by Professor E. O. 
LAWRENCE and colleagues at Berkeley, California, though 
the first apparatus to split atoms without using radioactive 
materials was designed at the Cavendish Laboratory, Cam- 
bridge, by Dr. (now Sir JoHn) Cockcrort and Dr. E. T. S. 
Watton. The Museum is showing some of this now almost 
primitive apparatus of 25 years ago and models illustrating 
the principles by which it worked. By applying only 4,000 
volts the cyclotron accelerated protons to a speed equivalent 
to a fall through 1.2 million volts; it was followed by 
another cyclic accelerator, the betatron, which with a rela- 
tively small voltage accelerated electrons to a speed that 
would require the direct application of 16 million volts. 
One of the latest devices is the linear accelerator, which has 
been found to be specially useful in high-voltage radio- 
therapy. An 8-million-volt apparatus in use at the Hammer- 
smith Hospital is illustrated by photographs and diagrams. 
The principle on which these machines work is rather like 
surf-riding, in that electrons are fed on to electric waves and 
in travelling from wave to wave are gradually speeded up. 
Also exhibited are various types of radiation detector, 
ranging .in..size from a fountain-pen to a suitcase. They 
seem likely to have a wide application in future. 


Students from Overseas.—In the academic year 1954-5, 
1,597 overseas students enrolled for full-time medical s 
or research in British universities, according to the 1956 
Commonwealth Universities Yearbook. 


Dr. W. Bentley Purchase has been appointed by the Queen 
to be Coroner of Her Majesty’s Household in succession to 
Lieutenant-Colonel W. H: L. McCarthy. Dr. Purchase, who 
is aged 64, has been secretary to the Coroners’ Society for 
England and Wales since 1938. 


COMING EVENTS 


Chartered Society of Physiotherapy.—Diamond Jubilee 
Congress will be held from September 22 to 24 at St. Pancras 
Town Hall, Euston Road, London, N.W.1. A full pro- 
gramme of lectures, demonstrations, visits to hospitals, and 
social events has been arranged. The Congress will be. 
opened by the Minister of Health. Medical practitioners 
will be welcome. Programme and application form from the 
secretary of the society, Tavistock House South, Tavistock 
Square, London, W.C.1. 


Maternal Mortality.—Dr. BENJAMIN P. WaTSON, professor 
of midwifery and diseases of women, Columbia University, 
New York, will deliver the William Meredith Fletcher 
Shaw Memorial Lecture of 1955 on “The Factors Respon- 
sible for the Lowering of Maternal Mortality and Morbidity 
in the Past Fifty Years,” at the Royal College of Obstet- 
ricians and Gynaecologists, 58, Queen Anne Street, London, 
W.1, at 2.45 p.m. on Friday, September 23, 1955. Admis- 
sion by ticket, obtainable from the Royal College of 
Obstetricians and Gynaecologists. 


Lecture on Chemical Tests for Intoxication.—Dr. D. W., 
KENT-Jones, president of the Royal Institute of Chemistry, 
will lecture on “ Chemical Analysis as an Aid in Determining 
Intoxication ” on September 23 at 5 p.m. in the Washington 
Singer Laboratories, University College of the South-West, 
Exeter. Medical men, magistrates, solicitors, and police are 
invited to attend. 





BIRTHS, MARRIAGES, AND DEATHS | 


BIRTHS 
Chovil.—On July 26, 1955, at University Hospital, Saskatoon, Canada, to 


Marielle, wife of Dr. A. C. Chovil, of Tisdale, Saskatoon, a daughter. 
Craib.—On August 4, 1955, at St. Mary’s Hospital, Eastbourne, to Ann 
(formerly Neely), wife of Dr. D. Craib, a daughter. 
Old.—On August 3, 1955, at the Forbes Fraser Hospital, Bath, Somerset, 
to Pamela, wife of Dr. Rowton Old, of Coombe Down, Bath, a daughter 


—Claire. 

DEATHS 
1955, at the Wilson Hospital, 
L.R.C.P., J.P., of Elm Lodge, 


at 37, Drummond Place, 
aged 89. 
,Faraham, Surrey, Walter 


Mitcham, Surrey, 
Mitcham, 


Edinburgh, 


Evans.—On August 19, 
Eluned Evans, M.R.CS., 
aged 53. 

Fleming.—On August 14, 1955, 
Alexander Dickson Fleming, M.B., C.M., J.P., 

Griffin.—On July 28, 1955, at Bourne Crest, 
Bristow Griffin, F.R.C.S., late of Scarboroug' 

Leaning.—On August 2, 1955, at Stowupland, 2. Suffolk, Robert Craske 
Leaning, M.B., ey D.P.H., aged 80. 

— —On July 14, 1955, at Newcastle, Robert George Nothwanger, 

Pa August 4, 1955, at > ae Midhurst, Sussex, John Alwyn 
Easton Scott, B.M., B.Ch., aged 4 

Selby.—On August 1, 1955, a Richard Tarbat Selby, M.R.C.S., 
L.R.C.P., of 283, Boston Road, Hanwell, 

Smediey. —On July 28, 1955, at 18, Ilex Way, Goring- by-Sea, Sussex, 
Florence Erin Smedicy, M.B., B.S., aged 75. 

Stonham.—On July 28, 1955, John Geoffrey Stomham, M.D., F.R.C.S.Ed., 
D.L.O., Liewtenant-Colonel, 1.M.S., retired. 

1955, at a nursing-home, Beaconsfield, 


Wilson.—On August 13, 
L.R.C.P., late of Prestwood, 


Frederick Ernest Wilson, M.R.C.S., 
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